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HE value of sulfonamide therapy in gonococ- “erally conceded that professional prostitutes are 


cal infection has been well established. Never- 
theless, the present emergency has proved that 
gonorrhea is still a serious problem for the armed 
forces. According to data prepared by the office of 
the Surgeon General of the United States Army,’ 
the year 1939 marked the lowest annual rate for ad- 
missions for venereal diseases; the rate dropped 
sharply in 1918 and 1919, gradually decreased al- 
most year by year after 1922 and rose in 1940 with 
the increase in the Army, but was still below that 
of 1919. Some 60,000 selectees and volunteers were 
deferred because they showed evidence of venereal 
disease. 


The increase in the total rate of venereal disease 
was largely due to a 50 per cent increase in the in- 


cidence of gonorrhea. There were more than 4 


cases of gonorrhea to each case of syphilis. Accord- 
ing to Rose, Kendell and Simpson’: 


The antiquity, the inconspicuousness and the false 
sense of innocuousness all have combined to mask the 
real import of the havoc wrought by venereal diseases 
in the theaters of military and naval operations. In 
military and army parlance a casualty includes any 
officer or enlisted man rendered noncombatant as a 
result of death, wounds, illness, discharge, capture or 
desertion. During the first World War there were 
100,000 more new cases of venereal diseases than there 
were war wounds in battle. Hence, the venereal infec- 
tion ranks high in the production of casualties. 


It is not practical to review the literature on 
the treatment of gonorrhea. Suffice it to say 
that the literature on the treatment in men is 
voluminous; the reports on women are fewer, and 
the results conflicting and confusing. It is gen- 
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the principal carriers of this infection, although the 
Lancet® asserts that “even in country districts 
the vicious amateur forms a dangerous focus of 
disease and remains impervious to reason and 
education.” 

The part women play in the spread of this in- 
fection, therefore, makes it almost imperative that 
their treatment be accurately evaluated. It is es- 
sential to determine to what therapy women re- 
spond most readily, whether they harbor the or- 
ganism over long periods with few or no symp- 
toms, when they cease to be carriers and whether 
so-called “drug-fast strains” are frequently pro- 
duced. 

It has been our purpose to study a sufficiently 
large series of women treated with each of the 
sulfonamides to be able to draw accurate conclu- 
sions concerning the best methods of diagnosis and 
treatment, and to determine the drug of choice 
and the necessary criteria of cure of this infection. 


MATERIALS AND METHOops 


In this study of 453 women and 80 children 
who received chemotherapy, all the patients were 
ambulatory.§ Cure was based on routine cultures 
and smears. Four sulfonamides — sulfanilamide, 
sulfapyridine, sulfathiazole and_ sulfadiazine — 
were used.|| An attempt was made to assign the 
patients in rotation to the various drugs. Because 
sulfadiazine has been used only a short time, the 
series is smaller than those of the other drugs. 


Classification of Patients 


A total of 587 women received treatment, but 
108 unco-operative patients were omitted because 
they could not be observed longer than one month. 
Of the remaining 453 patients, 145 became re- 


§$Most-of the patients in this study were made available through Dr. H. N. 
Bundesen, of the Chicago Board of Health, and Drs. G. G. Taylor and 
D. K. Hibbs, of the Municipal Social Hygiene Clinic of Chicago. 

The sulfonamides used in this study were kindly furnished through 
the courtesy of the Department of Medical Research, Winthrop Chemical 
Company, New York City (sulfanilamide and sulfathiazole), Merck and 
Company, Rahway, New Jersey (sulfapyridine) and Lederle Laboratories, 
ncorporated, Pearl River, New York (sulfadiazine). 
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infected during the two-month observation period 
that followed therapy. We believe that these 
patients’ suffered two or more infections and have, 
therefore, designated each infection as a case, re- 
gardless of whether the patients received previous 
therapy. Accordingly, one patient might constitute 
two or more cases, making a total of 604 cases 
in all. Of these, 155 received sulfanilamide, 222 
sulfapyridine, 166 sulfathiazole and 61 sulfadiazine. 

Eighty children received a total of one hundred 
and five courses of treatment.* Fifty-four chil- 
dren received one course of therapy, 8 two courses, 


Taste 1. Sulfonamide Dosage in Ambulatory Cases of 
Gonococcal Infection in Women. 


No. or TOTAL 
DruG Dosace* Days No. oF DosacE 
Days 
gm. gm. 
Sulfanilamide 4 (60 gr.) 4 14 42 (630 gr.) 
2.6 (40 gr.) 10 
Sulfapyridine and 3 (45 gr.) 2 6 14 (210 gr.) 
sulfathiazole 2 (30 gr.) 4 
Sulfadiazine 2 (30 gr.) 6 6 12 (180 gr.) 


*Divided into four equal doses. 


6 three courses, 3 four courses, and 1 five courses. 
Of these, 15 received sulfanilamide, 49 sulfapyri- 
dine, and 41 sulfathiazole. Stilbestrol was used 
in the treatment of children who did not respond 
to sulfonamide therapy. 


Treatment 


Table 1 gives the dosage schedule for adults, 
and Table 2 that for children. Patients who did 
not respond favorably to treatment and those who 
were reinfected received a second course of the 
same drug or were shifted to another drug after 
an interval of three to seven days without therapy. 

The plan of procedure in the study of the pa- 
tients has been outlined in detail in a previous 
publication.* Diagnosis in every case was based 


Taste 2. Dosage of Sulfapyridine, Sulfathiazole and Sulfa- 
diazine in Ambulatory Cases of Gonococcal Infection 


in Girls. 

AGE WEIGHT DaliLy No. oF Tora. 
Dosace* Days Dosace 

yr lb, gm. gm. 

1-2 20-26 0.75 (11 gr.) 10 7.5 (113 gr.) 

2-5 27-41 1.5 (23 gr.) 10 15.0 (225 gr.) 

5-9 42-61 2.0 (30 gr.) 10 20.0 (300 gr.) 

9-11 62-100 2.5 (38 gr.) 10 25.0 (375 gr.) 


*Approximately 0.75 gm. per 20 Ib. (9.1 kg.) daily, divided into four 
equal doses. 


on the isolation of the gonococcus in culture. The 
criteria of cure required that patients remain neg- 
ative through two menstrual periods and two 


*Adair, F. L., Hac, L. R., Hesseltine, H. C., and Crudim, M. 
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postmenstrual provocative tests. Patients who did 
not menstruate were observed for two months, 
and received two provocative tests. 

Smears and cultures were taken two or three 
times a week during treatment. After the first 
negative culture was obtained, smears and cul- 
tures were taken twice a week for the first month 
and at least once a weck thereafter. They were 
also taken during and just following the men- 
strual period. The provocative test, which con- 
sisted of the application of 10 per cent silver nitrate 
to the cervix and 5 per cent silver nitrate to the 
urethra, was performed on the first or second 
postmenstrual day of each period, and cultures 
were taken on that day, and the first and fourth 
days subsequently. Children were checked during 
treatment and for the following month by cultures 
and smears taken twice weekly, then weekly for 
two months and monthly thereafter until they 
had -been observed for a year; no provocative test 
was used. Blood for the determination of the 
drug concentration was taken once or twice dur- 
ing therapy. 

REsuLTs 


Table 3 presents the results of treatment. Those 
cases designated as cures were observed through 
two negative menstrual periods followed by neg- 
ative provocative tests. The failures occurred in 
cases from which evidence of reinfection could 


Taste 3. Efficacy of Sulfonamides in the Treatment of 
Gonococcal Infections in Women. 


SULFANIL- SULFAPYRI- SULFATHIA- SULFADIA- 
AMIDE ZOLE ZINE 
NO. OF PER NO.OF PER NO. OF PER NO. OF PER 
CASES CENT CASES CENT CASES CENT CASES CENT 
Cures 81 52 108 49 108 65 46 75 
Delinquents* 12 8 29 13 5 3 
Reinfections 7 34 67 30 45 27 9 15 
Failures 25 16 18 8 8 5 2 3 
Totals 155 222 166 61 


*Negative more than one month and probably cured. 


not be elicited. Most of them had cultures that 
remained consistently positive throughout treat- 
ment. 

All the delinquent cases were negative for more 
than a month and were probably cured, but 
since further observation was impossible, they have 
been deleted from Table 4. 

In cases considered probable reinfections, the 
patients either had spermatozoa in the smears or 
admitted sexual contact. The recurrence of posi- 
tive findings was due either to reinfection or to 
exacerbation of a latent infection. We believe that 
most of these cases must have been reinfections, 
but since it cannot be proved, we have deleted the 
cases from Table 4 rather than class them as cured 
cases that had been reinfected, or as definite fail- 
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ures. It is our impression, however, that in series 
not well controlled and checked, such cases might 
be considered drug failures. 

In Table 4, with the delinquent cases and prob- 
able reinfections deleted, 24 per cent of the cases 


Tasie 4. Final Comparison of Results of Sulfonamide 
Therapy in Women.* 


SULFANIL- SULFAPYRI- SULFATHIA- SULFADIA- 
AMIDE DINE ZOLE ZINE 
NO. OF PER NO. OF PER NO. OF PER NO. OF PER 
CASES CENT CASES CENT CASES CENT CASES CENT 
Cures 81 76 108 86 108 93 46 96 
Failures 25 24 18 14 8 7 2 4 
Totals 106 126 116 48 


*Delinquents and reinfections deleted. 


that received sulfanilamide, 14 per cent that re- 
ceived sulfapyridine, 7 per cent that received sulfa- 
thiazole, and 4 per cent that received sulfadiazine 
were drug failures. The outcome of these failures 
is given in Table 5. 

In this group of 453 women, there were 44 
pregnant patients, of whom 6 were reinfected but 
were cured on subsequent treatment; 8 with re- 
peated reinfections were deleted from the series. 
Three pregnant patients were discharged cured by 
sulfanilamide, 8 by sulfapyridine, 20 by sulfathia- 
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41 (24 per cent) children were drug failures; 5 
had failed to respond to previous sulfonamide 
therapy. One drug-fast strain was produced. All 
the children in whom drug-fast strains were pro- 
duced were treated and cured with stilbestrol 
or a combination of stilbestrol and sulfonamide 
therapy.* 


Blood Concentration 


Blood concentrations as high as 10 mg. per 100 
cc. were obtained in patients who received sulfan- 
ilamide, but most of them were between 3 and 
4 mg. per 100 cc. With sulfapyridine and sulfa- 
thiazole, the highest levels were 8 mg. per 100 
cc., most of them being between 2 and 3 mg. With 
a 2-gm. daily dose of sulfadiazine, the concentra- 
tion in the blood was usually between 4 and 6 
mg. per 100 cc. Earlier, when a 3-gm. daily dose 
was used, levels between 8 and 11 mg. per 100 cc. 
were frequent. These seemed unnecessarily high 
and might be dangerous in ambulatory patients. 
For that reason, the daily dose, of sulfadiazine 
was lowered to 2 gm. There was no increase in 
the number of failures with this lower dose. 


Toxicity 
A large number of patients who received sulfan- 


ilamide and sulfapyridine exhibited minor toxic 
symptoms. The number of toxic symptoms with 


Taste 5. Outcome of Failures of Sulfonamide Therapy in the Treatment of Gonococcal Infections in Women. 


SULFANILAMIDE SULFAPYRIDINE 


25° CASES 18 cases 


5 cures with sulfapyridine 
13 cures with sulfathiazole 
7 delinquents 


13 cures with sulfathiazole 
5 delinquents 


2 cures with second course of sulfathiazole 
1 cure with increased dose of sulfathiazole 
1 cure in pregnant patient with sulfapyridine 


SULFATHIAZOLE SULFADIAZINE 


8 CASES 2 CASES 


1 cure with sulfathiazole 
1 delinquent 


2 cures in pregnant patients post partum with sulfathiazole 
1 failure with sulfanilamide, sulfapyridine and sulfathiazole 


1 delinquent 


zole, and 4 by sulfadiazine. There were drug fail- 
ures in 5 cases: 2 with sulfanilamide, 1 with 
sulfapyridine and 2 with consecutive courses of 
sulfanilamide, sulfapyridine and sulfathiazole. The 
latter 2 patients recovered after delivery when 
given sulfathiazole. Of the 2 patients who did 
not respond to sulfanilamide, one became de- 
linguent and the other was cured with sulfa- 
pyridine. The patient in whom sulfapyridine 
failed to effect a cure was subsequently cured with 
sulfathiazole. 

In gonococcal vulvovaginitis, 13 of 15 (89 per 
cent) children who received sulfanilamide were 
drug failures, and 5 drug-fast strains were pro- 
duced. With sulfapyridine, 12 of 49 (25 per cent) 
children were failures —5 of these had previously 
been failures with sulfanilamide. Two drug-fast 
strains were produced. With sulfathiazole, 10 of 


sulfadiazine was about as great as that with sulfa- 
thiazole, but both drugs were better tolerated than 
sulfanilamide or sulfapyridine. Very rarely was 
it necessary to discontinue treatment because of 
toxic symptoms. 


DiscussIon 


It has been shown that diagnosis and cure of 
gonococcal infection must be based on cultures 
rather than smears.> In a study of 216 patients 
with one thousand six hundred and seventy-five 
cultures, over 50 per cent of the positive cultures 
had corresponding negative smears. Moreover, 
many patients showed persistently positive cul- 
tures, although the smears were consistently nega- 
tive. Conversely, only 0.5 per cent of the positive 
smears had corresponding negative cultures. 


*The dose of stilbestrol was as follows: 0.1 mg. three times a day for 
thirteen to twenty days. 


‘ 
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The reliability of initial diagnosis or of cure, 
whether on the basis of smear or culture, is largely 
dependent on the technic used in the collection 
of material. Good smears are unquestionably more 
dificult to obtain in women than in men, but 
with care they can be prepared quite easily. The 
material must be taken from sites that harbor 
the gonococcus, such as Skene’s, Bartholin’s and 
the endocervical glands. Material from the vagina 
or the vaginal introitus rarely contains gonococci 
after subsidence of the acute’ stage of the infec- 
tion. Moreover, material from this area is usually 
so badly contaminated with vaginal bacteria that 
the slides are unreadable and the cultures are 
overgrown. 


The meatus of the urethra should be wiped dry 
with a piece of cotton to avoid inclusion of con- 
fusing vulval bacteria. The finger should then 
be passed within the vagina, and the urethra firm- 
ly stripped from above downward against the 
pubic arch. A cotton swab may be used for col- 
lection of the nfaterial. 


To obtain satisfactory specimens from the cervi- 
cal glands, the cervix should be exposed with a 
speculum inserted without lubrication other than 
water. The vaginal secretion should be wiped out, 
and the plug of cervical mucus mechanically re- 
moved. The cervix should then be compressed 
with the speculum, to force the secretion from the 
endocervical glands, and the material removed on 
a cotton swab inserted directly into the cervical 
canal. Some workers prefer to insert the swab 
and then compress the cervix with the specuium. 

The great discrepancy between positive cultures 
and smears has led us to try various methods for 
collection of the material. With smears prepared 
from swabs as compared with those prepared with 
a platinum loop, we obtained more positive slides 
with swabs than with loops, although the pus cells 
in smears made with the loop were less distorted 
than those made with swabs. 

A comparison of the results of cultures taken 
during and just following the menstrual period 
indicates that occasionally a positive culture is ob- 
tained during the menstrual period and not post- 
menstrually, but the number is hardly large enough 
to warrant the procedure, since most patients ob- 
ject to visits during the period. Postmenstrual 
smears and cultures, however, are quite essential. 
Frequently, positive results are obtained at this 
time and at no other time. 

A comparison of the results of cultures taken 
following the menstrual period with the results 
obtained after a provocative test with silver nitrate 
has convinced us that the menstrual period is the 
best provocative test of cure of gonococcal infection 
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in women. Cultures taken the first day after the 
provocative test, as is the usual custom, may lead 
to erroneous conclusions. We have had a small 
series of patients who had positive cultures on 
the postmenstrual day, the day on which the pro- 
vocative test was done. Although positive cul- 
tures were again obtained on the fourth postpro- 
vocative day, the cultures taken on the first postpro- 
vocative day were negative. Therefore, if a provoca- 
tive test is done, cultures taken on the third or 
fourth day after the test rather than the first day 
are better criteria of cure. These data will be pub- 


lished later. 


Previously, we had required that patients be 
observed through three negative menstrual periods 
and provocative tests before they could be dis- 
charged as cured, but in 235 patients, only 2 
patients who gave no evidence of reinfection be- 
came positive during the third month of observa- 
tion. Both became delinquent, and further in- 
formation to substantiate the evidence of drug fail- 
ure could not be obtained. It seems, therefore, that 
observation through two menstrual periods is 
sufficient. 

The results with sulfonamide therapy in women 
lead to the conclusion that sulfathiazole (93 per 
cent cure) and sulfadiazine (96 per cent cure) 
are the drugs of choice for the treatment of gon- 
orrhea in women. Sulfapyridine gives quite good 
results (86 per cent cure), but patients complain 
of minor toxic symptoms more frequently than 
they do with sulfathiazole or sulfadiazine. An oc- 
casional case that has been a failure with sulfathia- 
zole responds to sulfapyridine. Sulfanilamide is 
definitely better than local treatment, but it is the 
poorest (76 per cent cure) of the sulfonamide 
compounds studied. Moreover, it requires larger 
doses for a longer time than the other compounds 
ao. Response to treatment is more rapid with 
sulfathiazole and sulfadiazine than with sulfanila- 
mide. With sulfanilamide, 88 per cent of the pa- 
tients who were cured had negative cultures with- 
in four days after treatment was begun. With 
sulfapyridine, 93 per cent; with sulfathiazole, 97 
per cent; and with the small series of sulfadiazine 
patients, 98 per cent of the cultures were negative 
within four days. Women, therefore, respond 
rapidly to sulfonamide therapy. In a previous 
series of patients who received local therapy (2 
per cent Mercurochrome), there were only 80 per 
cent failures after six weeks of treatment.‘ 

Only relatively small doses of the sulfonamides 
are necessary for cure. We believe that the high 
percentage of cures in our series has been de- 
pendent somewhat on the low dosage of drugs 
given. Patients are better able to tolerate small 
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amounts of the drug. They are more willing 
to take the drug and are better able to retain it 
than when large doses are given. 

With the sulfonamides, secondary complications 
are relatively rare if therapy is begun early. 

Drug-fast strains are not readily produced in 
women. In our series of 453 patients, only 1 
patient gave evidence of so-called “drug-fastness,” 
and she became delinquent, so that definite proof 
was lacking. Not infrequently, we have had 
patients who were supposed failures with all the 
drugs, but careful check has always shown that 
this was due to reinfection and not to drug-fastness 
of the particular strain of the gonococcus. 

Our series of pregnant patients is too small to 
permit definite conclusions. The 12 per cent 
failure rate is somewhat higher than that in the 
nonpregnant group. It is possible that, as in 
certain other infections, gonorrhea may be more 
resistant to treatment during pregnancy. Two of 
the 5 patients who were drug failures in this 
group failed to respond to treatment until the 
post-partum period. All the patients were checked 
post partum. None of the infants developed the 
infection, and none of them seemed to have been 
adversely affected by the treatment during preg- 
nancy. 

Gonorrhea in children is more difficult to diag- 
nose and to control than in adults. Cultures are not 
quite so reliable as in adults, and smears are 
much more liable to error, primarily because 
other cocci present in the vagina may be confus- 
ing. It is essential that smears be carefully stained 
(by Gram’s method) and controlled to avoid over- 
decolorization. 

Children require larger doses of sulfonamides 
for a longer time than adults do. Previous studies 
indicated that a ten-day course of treatment is the 
minimum in children, and at least 0.75 gm. per 
20 pounds of body weight should be the minimum 
dose with sulfapyridine and sulfathiazole. So far, 
too few patients have received sulfadiazine for us 
to know whether or not the dose may be lowered. 

Sulfanilamide is definitely contraindicated in 
the treatment of children because it tends to pro- 
duce drug-fast strains; hence so few cases in this 
series. Sulfapyridine and sulfathiazole are about 
equally effective, but sulfathiazole produced few- 
er minor toxic symptoms. The occasional drug- 
fast strain has responded to treatment with stil- 
bestrol or a combination of stilbestrol and sul- 
fonamide therapy, but since we have discontinued 
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the use of sulfanilamide we have encountered only 
three such strains. 

We have had considerable difficulty in de- 
termining whether or not some of the children 
had become reinfected or were failures. In no 
case in which we were certain that the recurrence 
was due to a failure has that recurrence taken 
place after the third month following therapy. 
Three months, therefore, is probably long enough 
to check children before they are discharged as 
cured. 


SUMMARY AND CONCLUSIONS 


Sulfonamides were used in the treatment of 
gonococcal infection in 453 women and 80 chil- 
dren. 

Diagnosis and cure should be based on cultures 
as well as smears. 

Patients should be observed through two nega- 
tive menstrual periods before they are discharged 
as cured. 

Sulfathiazole and sulfadiazine are the drugs of 
choice for the treatment of women. The rate of 
cure with sulfanilamide was 76 per cent, with 
sulfapyridine 86 per cent, with sulfathiazole 93 
per cent and with sulfadiazine 96 per cent. 

Women respond rapidly to sulfonamide therapy 
and become noncontagious much earlier than 
when local treatment is used. Of those cured with 
sulfathiazole, 97 per cent had negative smears and 
cultures within four days after treatment was 
begun; with sulfadiazine, 98 per cent responded 
within four days. 

Secondary complications are rare if sulfonamides 
are administered early. None of the patients dis- 
charged as cured required surgical treatment for 
complications. 

Drug-fast strains of gonococci are produced ex- 
tremely rarely in women: 1 in 453 patients. 

Sulfathiazole is the drug of choice in the treat- 
ment of vulvovaginitis in children. Sulfanilamide 
is contraindicated. 
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THE SIGNIFICANCE OF THE CAROTID-SINUS REFLEX 
IN BILIARY-TRACT DISEASE* 


Georce L. Encet, M.D.,f Frank L. Encez, M.D.+ 


NEW YORK CITY 


Gene occurrence of syncope, giddiness, collapse 
and even convulsions during biliary colic has 
been known for many years. Osler’ called atten- 
tion to these symptoms in 1893 and suggested that 
they were due to the intensity of the pain. Later, 
he recognized cardiac standstill as a possible cause 
and pointed out the danger of sudden death dur- 
ing such a reaction. Since then, there has been 
considerable interest in the possible interrelation 
between gall-bladder disease and cardiac dysfunc- 
tion. Many observers have noted improvement in 
the symptoms of coronary disease” and subsidence 
of certain cardiac arrhythmias occasionally follow- 
ing removal or drainage of a diseased gall blad- 
der** A physiologic basis for some of these 
observations was first offered by Buchbinder,” 
Owen’ and Crittenden and Ivy,* who found that 
distention or manipulation of the biliary passages 
of icteric animals caused cardiac arrhythmias and 
heart block by a reflex mechanism, presumably 
mediated through the vagus nerve. 

In the course of a study of the sensitizing factors 
in carotid-sinus-reflex hypersensitivity, it was 
found that a hyperactive cardioinhibitory (vagal) 
type of reflex occurred very frequently among pa- 
tients with disease of the biliary system. This 
suggested increased activity of the vagal-reflex arc 
in this group of patients and appeared to warrant 
further analysis. 


METHODs AND MATERIAL 


Twenty-three patients who entered the hospital 
because of acute symptoms due to disease of the 
biliary tract were studied. In 15, the presence of 
stones in the gall bladder or bile ducts was demon- 
strated either roentgenologically or during lapa- 
rotomy. One patient was found at operation to 
have infection of the gall bladder without stones. 
Two patients suffered from the so-called “post- 
cholecystectomy syndrome.” Obstructive jaundice 
due to neoplasm was present in 5 cases, carcinoma 
of the head of the pancreas in 3, carcinoma of 
the ampulla of Vater in 1, and lymphosarcoma of 
the duodenum obstructing the common duct in 1. 

Thirteen patients with toxic hepatitis were ex- 
amined. All showed jaundice, impaired liver 
function, as evidenced by increased galactose ex- 


*From the Medical Service of Dr. Eli’ Moschcowitz, Mount Sinai Hospital. 
tFormerly, member of house staff, Mount Sinai Hospital. 


cretion, and typical blood chemical findings, and 
pursued a characteristic clinical course. Equivocal 
cases were excluded. 

Eighty-one ward patients were examined rou- 
tinely as controls. They were selected at random, 
no special consideration being given to age, sex 
or clinical status. 

Most of the patients were examined in the 
prone position, since the production of syncope 
was not deemed necessary to demonstrate the 
presence of an active cardioinhibitory type of re- 
flex. This precaution eliminated any possible risk 
associated with the procedure. Auscultation over 
the precordium was carried out simultaneously 
with carotid-sinus massage. Only asystole of 
three seconds or longer was considered a_posi- 
tive result; bradycardia without asystole was dis- 
regarded. During massage of the carotid sinus, 
particular care was taken to insert the fingers 
medial to the carotid artery and to retract it lat- 
erally, since it has been found that allowing the 
vessel to slip medially under the trachea is the 
most frequent cause of failure to elicit a reaction 
from an otherwise sensitive sinus. 


RESULTs 

Biliary-Tract Disease 

Twenty-three patients were studied. Eighteen, 
or 78 per cent, yielded asystole of three seconds 
or longer on carotid-sinus massage. 

Analysis of positive cases. The ages of the pa- 
tients with positive reactions ranged from forty- 
one to sixty-eight years (Table 1). Eleven cases 


Tape 1. Age Incidence in Cases of Biliary-Tract Disease 
or Hepatitis. 


Biviary-Tract Disease HEPATITIS 
AGES NO. OF NO. OF NO. OF NO. OF 
POSITIVE NEGATIVE POSITIVE NEGATIVE 
CASES CASES CASES CASES 
yr. 

31-40 ........ 0 2 1 3 
ee 9 1 0 3 
OR 3 2 0 5 
6 0 0 
Totals ..... 18 5 1 12 


showed involvement of the common bile duct, 
either by stones or by neoplasm. Five cases re- 
vealed no duct involvement at operation, 4 show- 
ing cholecystitis and cholelithiasis and 1 showing 
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infection without stones. Two patients had the 
so-called “postcholecystectomy syndrome.” All the 
11 patients with common-duct involvement had 
jaundice; the remaining 7 were not jaundiced. 
Eight patients gave a history of colic shortly be- 
fore admission. 


Nine patients had electrocardiographic abnor- 
malities on admission to the hospital. In 6 out 
of 7 of these patients, the carotid-sinus reflex was 
found to be insensitive when re-examined postop- 
eratively or after the jaundice had subsided. This 
observation makes pre-existent myocardial disease 
—that is, disease of the effector organ — unlikely 
as the major factor in the production of the reac- 
tion. Whether there were other functional fac- 
tors affecting the myocardium cannot be stated. 
Unfortunately, it is not known whether the elec- 
trocardiographic abnormalities also disappeared, 


but other observers have noted a return of the elec- © 


trocardiogram toward normal in similar patients 
after operation.” The electrocardiographic changes 
included sinus bradycardia, prolonged PR inter- 
val, notching and slurring of the QRS complexes, 
RT depressions and T-wave inversions. In 2 
cases, the bradycardia was striking, a rate of 40 
to 45 per minute being a prominent feature. Both 
patients were jaundiced. In 1 case, changes sug- 
gestive of an anterior-wall myocardial infarction 
developed after abdominal pain and icterus had 
subsided; the clinical course and x-ray findings 
suggested that common-duct obstruction, which 
was apparently spontaneously relieved, was fol- 
lowed by myocardial infarction, presumably due 
to acute coronary occlusion. Two patients showed 
auricular fibrillation, which was paroxysmal in 1 
and coincided with an episode of acute biliary 
colic. Six of the patients who showed electro- 
cardiographic changes also presented evidence of 
varying degrees of arteriosclerosis involving the 
major vessels. 

The carotid-sinus reflex was re-examined post- 
operatively or after the acute symptoms had sub- 
sided in 10 of the 18 patients. In 6, the hypersensi- 
tive reflex disappeared promptly. In 1 patient 
with carcinoma of the head of the pancreas, 
both jaundice and a positive reflex persisted 
after cholecystgastrostomy, suggesting that the 
obstruction had not been completely relieved. One 
patient with the postcholecystectomy syndrome 
lost the reaction for several days when olive oil 
was introduced into the duodenum. 

Atropine sulfate effectively blocked the cardio- 
inhibitory reflex in all cases in which it was 
tested. The subcutaneous injection of 1 mg. was 
usually sufficient. Tincture of belladonna by mouth 
was also effective, but less regularly. 
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Seven patients had spontaneous symptoms, con- 
sisting of dizziness, faintness, sudden weakness, 
syncope or collapse. In 4, these symptoms oc- 
curred during acute episodes of colic; the other 3 
suffered recurrent symptoms in association with 
ill-defined gastrointestinal complaints. 

The following cases are illustrative. 


Case 1. S. T., a 51-year-old man, entered the hospital 
because of jaundice and upper abdominal discomfort. 
The patient related that several weeks before admission 
he experienced a sudden episode of upper abdominal dis- 
comfort during which he fainted. On the following day, 
he noted dark urine and a light stool, and thereafter 
discovered that he had become jaundiced. Tarry stools 
were not noted. 

The patient had had mild hypertension (a blood pres- 
sure of 160/100) and auricular fibrillation for several 
years. 

Massage of the carotid sinus resulted in prolonged 
asystole. 

Operation revealed a carcinoma of the ampulla of Vater, 
partially obstructing the common bile duct. Further ob- 
servation could not be carried out because the patient died 
shortly after an attempt at resection. 


Case 2. S. S., a 45-year-old man, had a cholecystectomy 
performed 3, years before admission because of recurrent 
episodes of epigastric pain, nausea, vomiting, icterus and 
acholic stools. The gall bladder was found to be thickened 
and to contain stones, and the common duct contained 
chalky material. A year after operation, the patient began 
to have frequent bouts of pressing epigastric pain radiating 
up under the sternum, associated with nausea, dizziness, 
lachrymation, sweating, faintness and, occasionally, actual 
syncope. The attacks lasted about 15 minutes, and were 
promptly relieved by belching. Jaundice and acholic stools 
had not been noted. 

Physical examination revealed no pertinent findings. 
There was no icterus. X-ray examination of the abdomen 
and the electrocardiogram revealed no abnormalities. 

Massage of the right carotid sinus caused asystolé of 5 
or 6 seconds, faintness, nausea, eructation, lachrymation 
and, finally, syncope. The symptoms produced were iden- 
tical with those occurring spontaneously, except for the 
absence of abdominal pain. Olive oil introduced into the 
duodenum by tube under fluoroscopic control resulted in 
a flow of bile and a loss of the carotid-sinus reaction for 
2 days. This was repeated on two occasions. One milli- 
gram of atropine sulfate injected subcutaneously com- 
pletely abolished the carotid-sinus-reflex reaction. On a 
high-fat diet and tincture of belladonna by mouth, the 
patient noted a distinct decrease in spontaneous symptoms 
and the carotid-sinus reflex was found to be much less 
sensitive. 


Case 3. D. B., a 43-year-old man, was admitted to the 
hospital because of fainting spells occurring after meals. 
These were associated with upper abdominal distention, 
eructation and nausea, and particularly followed the inges- 
tion of fatty foods. Jaundice or acholic stools had not 
occurred. 

Carotid-sinus massage yielded prolonged asystole, which 
was followed by syncope when the patient was examined 
in the erect position. The patient was hyposensitive to pain 
by the Libman test. 

At operation, a thickened gall bladder containing numer- 
ous faceted stones was removed. One week after operation, 
it was no longer possible to elicit any carotid-sinus reaction. 


| | 
| | 
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In Case 1, the abdominal discomfort and syn- 
cope, followed promptly by the classic signs of 
common-duct obstruction, suggest the possibility 
of sudden reflex cardiac standstill, in association 
with the development of the obstruction. The 
demonstration of a hypersensitive, cardioinhibi- 
tory carotid-sinus reflex favors the view that the 
vagal-reflex arc was overactive. 

Cases 2 and 3 illustrate recurrent syncopal 
symptoms as the dominant feature of the clini- 
cal picture. The nature of the so-called “post- 
cholecystectomy syndrome” remains uncertain, but 
it is not unusual to find a greatly dilated common 
duct on exploration. In Case 1, there was no evi- 
dence of a persistent stone, and the absence of 
jaundice ruled out effective obstruction. The com- 
mon duct was not involved in Case 2. It is 
significant that in both the therapy most effective 
in relieving the symptoms referable to the biliary- 
tract disorder also relieved the syncopal symp- 
toms and carotid-sinus-reflex sensitivity to a sim- 
ilar degree. 


Analysis of negative cases. Five of the 23 pa- 
tients with biliary-tract disease showed no re- 
sponse on carotid-sinus massage. All had infection 
and stones in the gall bladder, and in no case was 
the common duct found to be involved at opera- 
tion. One patient was jaundiced and may have 
passed a stone, but this could not be established 
at operation. The ages of the patients ranged from 
thirty-three to fifty-eight years. Two patients had 
biliary colic. None of the patients had any spon- 
taneous symptoms related to syncope. Two pa- 
tients had electrocardiographic changes. 


Toxic Hepatitis 


Thirteen proved cases of toxic hepatitis were 
studied, to evaluate the role of jaundice in this 
reaction. The patients’ ages ranged from nine- 
teen to sixty-eight years, 9 being over forty-one 
(Table 1). All patients were jaundiced at the 
time of examination. Only 1 showed a positive 
response to carotid-sinus massage. This was a 
thirty-three-year-old woman with chronic alco- 
holism, acute alcoholic cirrhosis, beriberi heart dis- 
ease and peripheral neuritis. The carotid-sinus 
reaction disappeared before the jaundice had sub- 
sided. The occurrence of the cardioinhibitory 
type of reflex during nutritional deficiency and 
chronic alcoholism has been commented on by 
others.'” No patients had any spontaneous symp- 
toms related to syncope. Two patients showed 
advanced peripheral arteriosclerosis and hyperten- 
sion. Two patients had _electrocardiographic 
changes indicating myocardial damage. 
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Control Cases 


To obtain some idea of the incidence among the 
average ward population of positive reactions sat- 
isfying the criteria already described, 81 patients, 
of whom 55 were over forty years of age, were 
examined at random (Table 2). In this group, 


Taste 2. Age Incidence in Control Cases. 


No. oF No. oF 

AGES POSITIVE NEGATIVE 

CasEs CASES 

sr. 


16 patients, or 19 per cent, yielded a positive re- 
action. Among the 55 patients over forty years of 
age, positive reactions occurred in 12 cases, an 
incidence of 22 per cent. This incidence is iden- 
tical with that observed by Sigler,'' who found 
asystole of three seconds or more to occur in 18 
per cent of 1886 patients between ten and eighty- 
five years of age and in 23 per cent of 1332 patients 
between forty and eighty-five years. 

The diagnoses in the positive cases included 
acute rheumatic carditis, 5 cases; coronary-artery 
disease, 4 cases; arteriosclerosis, 2 cases; cancer of 
the viscera, involving peritoneum and diaphragm, 
3 cases; and Graves’s disease and duodenal ulcer, 
1 case each. 


The negative cases included the usual conditions 
encountered in a general hospital medical service, 
and were in no fashion a selected group except for 
the omission of several patients in whom the pres- 
ence or absence of biliary-tract disease could not 
be established with certainty. 


Discussion 


The pathologic factors leading to sensitization 
of the carotid-sinus-reflex arc are many. The pro- 
duction of cardiac asystole may depend on involve- 
ment of the reflex arc anywhere along its course, 
including the afferent and efferent pathways as 
well as the central synapses.'” Local disease of or 
around the carotid sinus, such as arteriosclerosis 
and neoplastic or inflammatory masses in the neck, 
presumably involves the afferent nerve endings or 
pathways. Coronary-artery and myocardial dis- 


ease, particularly when the conduction system is 
involved as in acute rheumatic carditis, affects the 
efferent end of the cardioinhibitory reflex arc. Vas- 
cular or degenerative disease of the central nervous 
system may involve the central synapses. Other 
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factors, such as dietary insufficiency, menstruation 
and digitalis, have been noted, but the exact sites 
of action have not been explained." 

In the cases under consideration, it is notewor- 
thy that the reaction occurred most frequently 
among the patients with common-bile-duct involve- 
ment. Increase in bile pigments in the blood is 
not the determining factor, as is clearly indicated 
by the negative results among the patients with 
icterus of nonobstructive origin. Whether other 
substances that accumulate in obstructive jaundice, 
particularly the bile acids and their derivatives, 
are concerned in this reaction is more difficult to 
say. Balticeano and Vasiliu’*: * report that when 
sodium taurocholate or sodium glycocholate (0.25 
to 0.5 gm.) is injected into the common carotid 
artery or around the carotid sinus of dogs, brady- 
cardia and hypotension result. This reaction does 
not occur after denervation of the carotid sinus, 
after vagal section or when the material is in- 
jected distal to the carotid sinus. The positive 
reactions among the nonicteric patients, with sub- 
sequent recovery on subsidence of the acute epi- 
sodes or after operative intervention, indicate that 
retention of bile salts is only one of the contrib- 
utory factors and that further experimental ob- 
servation is necessary to clarify this point. In the 
2 patients with postcholecystectomy syndrome, both 
of whom had positive carotid-sinus reactions as 
well as spontaneous syncopal symptoms in asso- 
ciation with gastrointestinal complaints and neither 
of whom had jaundice, it might be presumed that 
only the biliary passages were involved. It may 
be recalled that in 1 of these cases the introduc- 
tion of olive oil into the duodenum by tube, a 
procedure that initiated a generous flow of bile, 
was followed by inability to elicit the carotid-sinus 
reaction for several days. When the patients with- 
out involvement of the common duct and with- 
out icterus are considered, the incidence of posi- 
tive reactions is less than 50 per cent. 

The evidence presented thus suggests that this 
phenomenon represents a summation reaction. The 
production of cardiac standstill in icteric animals 
by manipulation of the bile passages has already 
been commented on. In all likelihood, the asys- 
tole produced by massage of the carotid sinus does 
not represent an increased sensitivity of the carotid 
sinus itself, but results from a summation of im- 
pulses reaching the medullary centers. If im- 
pulses were to arise constantly from the distended 
or diseased bile passages, the addition of afferent 
impulses from the carotid sinus as well might then 
exceed the threshold of reaction of the vagal cen- 
ters, with consequent cardiac inhibition. Whether 
there are additional factors actively influencing the 
heart itself is as yet unknown. The possibilities 
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of such indirect sensitization of a previously hypo- 
sensitive cardioinhibitory reflex arc are now being 
investigated, and positive results have already been 
obtained in a number of cases. Thus, in 1 patient, 
the inflation of a balloon in the duodenum re- 
sulted in a complete sinus arrest, followed by an 
idioventricular rhythm (a rate of 45 per minute) 
that persisted until the tube was removed ten 
minutes later. For some time thereafter, although 
normal sinus rhythm had been restored, the slight- 
est pressure on the carotid sinus led to a prolonged 
cardiac standstill. This, and similar cases, will be 
the subject of a more detailed report at a later date. 
Thus, the spontaneous reactions of bradycardia 
and cardiac standstill depend on a number of 
variable factors, any one or combination of which 
may be sufficient to exceed the threshold of reac- 
tion and produce symptoms. It is doubtful, how- 
ever, whether the spontaneous symptoms of syn- 
cope in the cases with biliary-tract disease arise 
from mechanical involvement of the carotid sinus 
itself, except in unusual cases. It is more reason- 
able to suppose that the symptoms originate re- 
flexly from impulses arising in the efferent end 
organs located in relation to the biliary tract. Mas- 
sage of the carotid sinus simply provides a con- 
venient means of establishing the presence of 
such an overactive reflex arc. 

From these data, it becomes quite apparent that 
the finding of a hyperactive carotid-sinus reflex is 
evidence only of the existence of a sensitized nerv- 
ous pathway, whose cause may be located any- 
where along the carotid-sinus-reflex arc itself or 
along any one of a number of related pathways. 
Failure to recognize this point has led to an un- 
fortunate overemphasis on the diagnostic and 
therapeutic significance of the carotid sinus itself, 
frequently with indifferent results. Equally mis- 
leading have been the recent attempts to attribute 
a greater value to the hyperactive cardioinhibitory 
carotid-sinus reflex than to the electrocardiogram 
as a diagnostic aid in coronary disease.'': With- 
out attempting to minimize the role of coronary 
disease as a sensitizing factor, one must point out 
that its diagnostic value is decidedly limited unless 
corroborative clinical or laboratory evidence is 
present. The greatest value of demonstrating a 
hyperactive carotid-sinus reflex is the attention that 
it directs toward certain critical points of the reflex 
arc that may become sensitized. Other clinical and 
laboratory observation may then serve to identify 
the underlying pathologic process responsible for 
this sensitization, 

Comment might be made on the relation of 
these reflex symptoms to pain sensitivity. It is an 
interesting clinical observation that patients with 
a hypersensitive carotid-sinus reflex rarely com- 
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plain of pain on massage of the neck, even in the 
prone position, when unconsciousness usually 
does not occur. Libman’ has called attention to 
the fact that, in patients who are hyposensitive to 
pain, symptoms referable to the autonomic nerv- 
ous system sometimes dominate the clinical pic- 
ture. In 2 of the patients described in an earlier 
section, spontaneous symptoms of faintness, sweat- 
ing, weakness and syncope clearly overshadowed 
the gastrointestinal symptoms. Both patients were 
hyposensitive to pain by the Libman test of sty- 
loid pressure. One might speculate on the pos- 
sibility that the sympathetic reflexes induced by 
severe pain might ordinarily tend to counteract 
the vagal cardioinhibitory reflex, but that in the 
absence of the former, the vagal reflexes domi- 
nate, resulting more readily in syncope and related 
symptoms. 


SUMMARY 


The cardioinhibitory carotid-sinus reflex was 
examined in 23 patients with more or less acute 
symptoms due to biliary-tract disease, 13 patients 
with toxic hepatitis, and 81 ward patients selected 
at random. 


Eighteen, or 78 per cent, of the patients with 
biliary-tract disease had asystole of three seconds 
or more on massage of the carotid sinus. Of these, 
11 had common-duct obstruction and jaundice, 5 
had cholecystitis and cholelithiasis, and 2 had the 
postcholecystectomy syndrome. In 10 patients, the 
carotid-sinus reflex was re-examined after the acute 
symptoms had subsided: and was found to be neg- 
ative in 6. Seven patients had spontaneous symp- 
toms consisting of dizziness, faintness or syncope 
in association with symptoms referable to the bil- 
lary tract. 

The 5 patients who failed to yield positive reac- 
tions had cholecystitis and cholelithiasis, without 
involvement of the ducts. 


Among the 13 patients with toxic hepatitis, only 
1 showed an overactive cardioinhibitory reflex. 
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Among the 81 ward patients examined at ran- 
dom, only 16, or 19 per cent, yielded positive reac- 
tions. The diagnoses in the positive cases in- 
cluded acute rheumatic carditis, coronary-artery 
disease, arteriosclerosis, cancer of the viscera, hy- 
perthyroidism and duodenal ulcer. 

The reaction is considered to be the result of a 
summation of afferent impulses and not a sensiti- 
zation of the carotid sinus itself. The major por- 
tion of these impulses probably arises from affer- 
ent end organs in the region of the biliary tract, 
but when further impulses from the carotid sinus 
are added to the reflex arc, the threshold of reac- 
tion of the vagal centers is reached and cardiac 
inhibition ensues. The clinical significance of the 
hyperactive carotid-sinus reflex is discussed from 
the point of view of the various sites at which 
the reflex arc may become sensitized by disease. 
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SPASTIC CHILDREN — PRESS 


QUININE METHOCHLORIDE TREATMENT OF SPASTIC CHILDREN* 


Preliminary Report 
Epwarp Press, M.D.* 


EAST PROVIDENCE, RHODE ISLAND 


URARE, a drug paralyzing voluntary muscu- 

lature,’ has been used successfully to reduce 
muscle spasm in patients with cerebral palsy,’ 
and thereby to accelerate their treatment pro- 
gram. However, curare is of rather indetermi- 
nate composition, is still difficult to obtain, and 
is effective only when given by repeated parenteral 
injection. Quinine methochloride, a recently syn- 
thesized drug readily available in pure form, is 
said to have a curare-like action when given by 
mouth.>® Since it is thus free from the obvious 
disadvantages of curare, the present study was 
undertaken to determine whether it is equally ef- 
fective in the treatment of cerebral palsy. 


MatTERIAL AND METHODS 


Quinine methochloride, a white powder of low 
density and intensely bitter taste, is poorly soluble 
in water. Since some children with cerebral palsy 
have difficulty swallowing capsules, it was neces- 
sary to devise another method of administration. 
The drug dissolves only slightly in alcoholic and 
watery solutions, and syrups and elixirs could 
therefore not be used. A satisfactory method was 
finally devised whereby the desired amount was 
well dispersed in cherry syrup of thick consistence. 
The medicine glass was then rinsed with plain 
or flavored water, which the patient drank. Thus, 
the entire dose was given in a manner similar to 
that in common usage with the sulfonamide 
drugs in children. 

The drug? was administered orally in gradu- 
ally increasing doses to the 6 children with cere- 
bral palsy previously treated with curare by Den- 
hoff and Bradley’ with a reasonable degree of 
success. An accurate comparison of the two drugs 
in individual patients was thus facilitated. The 
same general method of determining the opti- 
mum dose as that used by Denhoff and Bradley 
with curare was employed. Only one dose a day 
was given at first, to avoid any possible cumula- 
tive effect. An initial dose of 25 mg. per kilo- 
gram of body weight was given, and this was in- 
creased by successive increments of 5 mg. per 

*From the Emma Pendleton Bradley Home, East Providence, Rhode Island. 


tFormerly, resident physician, Emma Pendleton Bradley Home. 


tThe quinine methochloride was supplied through the courtesy of E. R. 
Squibb and Sons, New York City. 


kilogram until unfavorable effects occurred. Fol- 
lowing this, it was discontinued for several days 
and then resumed in a lower dosage three times 
daily for six days. Two of the latter periods were 
used for therapeutic evaluation — the first in which 
each dose was half the toxic dose and the second, 
directly following, in which two thirds the toxic 
dose was used. 


The children studied ranged in age from eight 
to twelve years. Three presented varying degrees 
of spasticity alone, 1 had a combination of spastic 
and athetotic elements, and 2 showed athetotic 
movements with no spastic components. All were 
resident patients at the Emma Pendleton Bradley 
Home during the entire period covered by the 
observations. Except for the time spent in the 
performance of specific tests, each child continued 
his usual daily activities of physiotherapy, academic 
schooling, occupational therapy and free play 
throughout the period of study. 


CRITERIA FOR EvALUATION 


The children were continuously under the daily 
supervision of the same physiotherapist and trained 
nurses of the permanent hospital staff, who kept 
detailed records of the children’s activities and re- 
actions. In addition, during the entire experiment, 
as well as several days preceding and following 
this period, daily observations and examinations 
were made. These examinations included the ex- 
tent of flexion and extension of spastic limbs; 
the mode and changes in walking and writing; 
the degree of fullness and length of time that a 
glass of water could be held; use of pin board, 
peg-ball and tracing board; and more general sub- 
jective and objective observations. As a control 
measure, these same examinations were carried 
out with the patients receiving curare, curare 
placebos and no medication. 

The electrical threshold for obtaining muscular 
contractions at four motor points on each patient 
was also used in an attempt to determine the extent 
and presence of the curarizing effect. It was real- 
ized that this method included the stimulation of 
some of the muscle fibers directly in addition to 
the motor itself. However, the more exact method 
described by Harvey and his associates’ was not 
considered practicable on these children at the time. 
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Analyses of venous blood to determine the effec- 
tiveness of absorption from the gastrointestinal 
tract and the concentration of quinine methochlo- 
ride in the blood were done. A modification of the 
method described by Prudhomme’? was used. De- 
terminations of the blood pressure, pulse and re- 
spiratory rate, as well as complete blood counts and 
urinalyses, were repeated at frequent intervals be- 
fore, during and after administration of the drug. 


RESULTS 


In an effort to obtain definite beneficial effects 
the dose was gradually increased until undesirable 
results were elicited in each patient. The dose nec- 
essary to cause these varied, in different patients, 
from 125 to 140 mg. per kilogram of body weight. 
This amounted to single doses of from 2.5 gm. (37 
gr.) to 4.9 gm. (73 gr.), and was less than the 150 
to 200 mg. of quinine methochloride per kilogram 
that Harvey® found to be necessary for oral cura- 
rization in cats. Following doses of 80 to 90 mg. 
per kilogram, blood levels in these patients varied 
from 4.7 to 23.4 mg. per 100 cc. and averaged 
13.8 mg. | 

On several of the tests and examinations used 
to evaluate the effects of the drug, an increased re- 
laxation and muscular co-ordination often associ- 
ated with a decrease in athetotic movements was 
apparent. However, this was no greater than the 
frequent variations in the condition of the same 
children at times when they were receiving curare 
placebos or no medication. No appreciable change 
in the electrical stimuli necessary to cause contrac- 
tions at the motor points was noted. 

The unfavorable manifestations in order of 
frequency were as follows: malaise and a feeling 
of lethargy and inertia; nausea and vomiting; di- 
arrhea (with repeated daily doses only); and 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Sept. 24, 1942 


ringing in the ears. It is interesting that only 1 
patient compl&ined of ringing in the ears. This 
occurred only once, and subsequently when the 
dose was slowly increased this symptom did not 
recur. No abnormalities were detected in repeated 
blood counts, urinalyses or determinations of blood 
pressure and respiratory rate. 

No constant therapeutic effect was noted with 
quinine methochloride on the 6 children under 
observation. This was in contrast to the favorable 
influence of a preparation of curare on the same 


children. 


SUMMARY 


Quinine methochloride given orally to 6 chil- 
dren with cerebral palsy in doses that were in- 
creased until undesirable results were obtained 
failed to give a demonstrable curarizing effect. 
There was no definite evidence that this drug had 
a beneficial influence on any of the children. 
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THROMBOCYTOPENIC PURPURA — ALTSCHULE 


A RARE TYPE OF ACUTE THROMBOCYTOPENIC PURPURA: 
WIDESPREAD FORMATION OF PLATELET 
THROMBI IN CAPILLARIES* 


Mark D. Atrscoute, M.D.*+ 


BOSTON 


T has long been known that thrombocytopenic 

purpura is a syndrome occurring in a variety 
of diseases, such as leukemia and other myelo- 
phthisic states, aplastic anemia and severe in- 
fections, and in reactions to a number of chem- 
ical substances. There remains a large group of 
cases of thrombocytopenia in which careful study 
reveals no etiologic factor; these are usually called 
“essential thrombocytopenic purpura.” It is prob- 
able that this group is not homogeneous. Treat- 
ment in patients with acute essential thrombo- 
cytopenic purpura is frequently not curative, but 
spontaneous remissions are common, temporary 
control of the hemorrhagic manifestations usually 
follows transfusion, and more lasting relief may 
occur as a consequence of splenectomy. Accord- 
ingly, most physicians exhibit optimism. regarding 
the outcome of the initial attack of purpura in 
these patients. A patient with essential thrombo- 
cytopenic purpura recently died in this clinic, how- 
ever, the course being rapidly progressive, unin- 
fluenced by transfusion and otherwise clinically 
different from that seen in most cases of this 
disease. 

Study of the literature revealed 5 previously 
reported cases that resembled this one; in all, death 
occurred after a short illness. In 1936, Baehr, 
Klemperer and Schifrin’ reviewed the data in 4 
unusual cases of thrombocytopenic purpura, 1n- 
cluding one studied by Friedberg and Gross” and 
another by Gitlow and Goldmark.* Baehr and his 
co-workers defined the clinical characteristics and 
pathological findings common to all these patients 
and pointed out their resemblance to those of the 
incompletely studied case reported previously by 
Moschcowitz.* 

The present case is reported to call attention to 
this rare type of essential thrombocytopenic pur- 
pura. The clinical manifestations of this syndrome 
are distinctive, and the correct diagnosis may be 
made ante mortem in the future. 


Case REportT 


A 50-year-old Russian-born woman (B.I.H. 58758) en- 
tered the hospital complaining of general malaise and 
abdominal pain of 4 days’ duration. There was a family 
history of diabetes, hypertension and rheumatic fever; one 

*From the Medical Service, Beth Israel Hospital, and the Department 
of Medicine, Harvard Medical School. 


tAssociate in medicine, Harvard Medical School; associate visiting physi- 
cian, Beth Israel Hospital. 


child had died of tuberculosis. The patient had had scarlet 
fever, measles and pertussis as a child, and for many years 
had had chronic pelvic inflammatory disease that was 
treated by means of two operations. The first operation, 
6 years before admission, resulted in menopausal symp- 
toms. The second, a hysterectomy, was performed 18 
months before admission; at that time, hypertension was 
noted, but no evidence of anemia. The patient had some- 
what more bleeding during the operation than is usually 
seen, but transfusion was not considered necessary. She 
had been careful of her diet for years, but it was within 
normal limits qualitatively and quantitatively except for 
some deficiency in fruit juices. The patient was well until 
approximately 3 weeks before admission, when she began 
to notice easy fatigability. Four days before admission, 
generalized aches and pains developed, particularly over 
the back and about the joints of the extremities. Severe 
headaches, dizziness and attacks of diffuse abdominal pain 
associated with vomiting also occurred on that day. The 
patient vomited approximately a dozen times, the vomitus 
containing small amounts of bright-red blood. On the 
next day, cough, productive of a small amount of whitish 
mucoid material streaked with blood, developed, and a 
severe nosebleed occurred. Spontaneous bowel movements 
were absent during the 4 days preceding entry to the 
hospital, but enemas resulted in satisfactory evacuations. 
On the 3rd and 4th days of the acute illness, arthralgia, 
headache and malaise persisted, but otherwise the patient 
felt improved. She was sent to the hospital on the 4th day 
of her acute illness by Dr. Morris Rutenberg. 


Examination was negative except for pallor, petechiae 
over the legs and face, slight smoothness of the edges 
of the tongue, old healed abdominal scars, tenderness 
throughout the abdomen, enlargement of the liver (5 cm. 
below the costal margin), and a spleen that was palpable 
at the costal margin. The blood pressure was 115/70. 
Ophthalmoscopic examination was negative. 


Sixteen specimens of urine contained small amounts of 
albumin and a variable number of erythrocytes and leuko- 
cytes. The specific gravities ranged between 1.002 and 
1.012. Bence-Jones protein was not present in the urine. 
The red-cell count on admission was 1,800,000 with a 
hemoglobin of 38 per cent (Sahli), and the white-cell 
count was 13,400 with 80 per cent polymorphonuclear 
cells, 15 per cent lymphocytes, 4 per cent monocytes and 
1 per cent eosinophils. The platelet count was 54,000, 
the reticulocyte count 2.2 per cent, the bleeding time over 
30 minutes, and the clotting time 2 minutes. The clot 
retracted poorly. Examination of the stool was negative. 
The blood nonprotein nitrogen level was 33 mg. and the 
cholesterol level 313 mg. per 100 cc., with 142 mg. per 
100 cc. esters; the blood uric acid level was 5.6 mg., and 
the serum protein level was 6.1 gm. per 100 cc., and the 
icteric index was 10. Gastric analysis revealed no free 
hydrochloric acid in the fasting specimen and only small 
amounts in subsequent specimens. The blood Hinton 
and Kahn reactions were negative. Bone-marrow biopsy 
revealed normal bone marrow. Lumbar puncture on the 
7th day revealed normal findings. 
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The patient was given a high-vitamin, high-protein diet, 
with fluids ad libitum, 100 mg. cevitamic acid by mouth 
daily, and vitamin B complex and cod-liver oil concen- 
trates by mouth. The rectal temperature ranged between 
98.6 and 101.0°F. during the first 5 days and then rose 
progressively to 107°F. on the 9th day, with corresponding 
changes in the pulse rate. The respiratory rate was not 
elevated until the 8th day, when it rose to 40 per minute. 
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Autopsy (1 hour post mortem). The gross findings 
consisted in generalized pallor, icterus, ecchymoses in the 
skin of all the extremities, numerous petechiae in the peri- 
cardium, endocardium, myocardium, mucosa of the stom- 
ach, duodenum, ileum and rectum, and large areas of 
hemorrhage in the pleuras, bladder wall and both adrenal 
medullas. The spleen and liver were enlarged, weighing 
respectively 540 and 2000 gm. The other gross findings 


Ficure 1. 


Stages in the Resorption of Platelet Thromhi. 


A—fresh thrombi; B—growth of endothelium over the thrombi; C—resorption of the thrombus, with 
thickening of the capillary wall. 


The patient received 500 cc. of citrated blood on the 3rd, 
Sth and 8th days after admission, and 1000 cc. of blood 
on the 7th day, as well as intravenous infusions of physio- 
logic saline and glucose solutions from time to time. The 
red-cell count never rose above 2,800,000, remaining most 
of the time between 1,600,000 and 1,900,000, with cor- 
responding hemoglobin levels. The white-cell count varied 
between 10,000 and 21,000, with a decrease in polymorpho- 
nuclear leukocytes, beginning on the 7th day, to between 
52 and 58 per cent. The bleeding time was usually more 
than 30 minutes, decreasing to 11 minutes on only one 
occasion; the clotting time was always less than 2 minutes. 
The platelet count decreased progressively to 11,000, and 
the reticulocytes varied between 7.0 and 12 per cent. 
Many stippled and small numbers of nucleated erythrocytes 
were seen. On the 3rd day, the patient became confused, 
exhibiting mumbling speech and left facial weakness; 
these signs disappeared completely after a few minutes. 
Fresh purpuric spots appeared on the face and extremities 
on that day, and from time to time thereafter. On the 
5th day, severe headache developed, and the next day 
the patient became restless and disoriented as the tempera- 
ture rose. The icteric index increased to 18. Roentgeno- 
grams of the chest revealed findings suggestive of pneu- 
monia, and sulfathiazole was started. The patient rapidly 
failed, becoming increasingly delirious and somewhat more 
icteric. She vomited several hundred cubic centimeters 
of coffee-grounds material, containing clots, on the day 
of her death. 


included congestion of the spleen and of the bronchial 
and gastric mucosa, edema of the kidneys, slight athero- 
matous changes in the aorta and several old fibrous bands 
adherent to the old healed abdominal scars. 

Microscopic examination confirmed the gross findings. 
and revealed, in addition, numerous capillary thrombi in 
the pancreas and heart, a moderate number in the adrenal 
glands, kidneys and gastrointestinal tract, and a few in the 
spleen and liver. The thrombi in a few glomerular capil- 
laries also involved the afferent arterioles. Elsewhere, 
arterioles, venules and larger vessels appeared normal. 
The capillary thrombi varied from a few platelets adherent 
to the endothelium to masses of platelets, either recently 
deposited or else, becoming amorphous and finally shrunk- 
en, rather hyaline masses. The capillary endothelium 
showed evidence of proliferation in these areas, growing 
over the surface of the masses of platelets; it sometimes. 
remained thickened after resorption of most of the throm- 
bus. There was a minimal leukocytic or fibroblastic re- 
action in a few areas. 

Microscopic examination also revealed acute bronchitis, 
with early bronchopneumonia, an increase in the number 
of lymphocytes in the periportal areas in the liver and 
slight hyalinization of the media of the splenic arterioles. 


Discussion 


The clinical manifestations in the case reported. 
resemble closely those of the syndrome discussed, 
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by Baehr et al.! The disorder, which has been 
noted only in females, is characterized by rapidly 
progressive anemia, mild icterus, purpura hemor- 
rhagica and fever. Melena, hematemesis and 
hematuria may occur; the terminal manifesta- 
tions consist in stupor, delirium, restlessness and 
other evidences of intracranial disease. Respira- 
tory infections may precede the appearance of 
purpura. -In addition to anemia, the blood shows 
leukocytosis, reticulocytosis, the presence in the 
circulating blood terminally of immature red blood 
cells, and profound thrombocytopenia. The bleed- 
ing time is prolonged, and the tourniquet test is 
positive; the clotting time is normal, although 
the clot reacts poorly. Transfusion has no apparent 
beneficial effect, and death occurs within two 
weeks to two months after the onset. Splenectomy 
was performed in 1 of the previously reported 
cases,’ and was followed by the death of the 
patient. 

At autopsy, the significant findings consist in 
normal bone marrow, hemorrhages into the viscera 
and a large number of thrombotic lesions within 
the capillaries and, to a lesser extent, the arterioles. 
Studies made by means of differential stains show 
these thrombi to consist of masses of platelets; 
erythrocytes and fibrin are not found in the 
thrombi. The adjacent endothelium is seen to be 
proliferating, growing into or over the surface 
of the thrombi. In some areas, the thrombi 
are completely covered with endothelium and ap- 
pear to be shrunken, dense and homogeneous, as 
if undergoing resorption. It appears that throm- 
kosis occurs in various parts of the body in a suc- 
cession of attacks. In spite of widespread occur- 
rence of thromboses, there is little or no evidence 
of parenchymal necrosis. 

The rapidly progressive course of the disease, the 
failure to respond to transfusion, the uniform oc- 
currence of icterus and cerebral manifestations 
and the specific pathological findings of widespread 
platelet thrombi are characteristic of this type of 
thrombocytopenic purpura. Attempts to relate 
this syndrome to acute disseminated lupus ery- 
thematosus because of the purpura and the finding 
of vascular lesions* are not valid. The disorder 
exemplified by the patient in the case reported 
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above is not characterized by the lymphadenopathy, 
edema, effusions, signs of pleural and pericardial 
involvement, specific rash, leukopenia and endo- 
carditis commonly encountered in acute dissemi- 
nated lupus. Moreover, the vascular lesion is 
different, consisting in primary alterations in the 
walls of the blood vessels in lupus, as contrasted 
to platelet thrombosis in the syndrome of the 
present discussion. 


Baehr et al.’ suggested that the profound 
thrombocytopenia seen in this syndrome might 
be due to withdrawal of enormous numbers of 
platelets from the circulation; they discussed the 
possibility that this phenomenon, in a less easily 
detected form, might occur in other cases of 
thrombocytopenic purpura. The cause of the dam- 
age to the vascular endothelium, which results 
in deposition of platelets as seen in the syn- 
drome of the present report, is unknown; 
Schwartzman, Klemperer and Gerber’ pointed 
out the similarity of the vascular lesion 
in this syndrome to the changes in the blood 
vessels of animals in which the Schwartzman 
phenomenon has been induced. 


SUMMARY 


A case of a rare type of essential thrombo- 
cytopenic purpura characterized by the forma- 
tion of numerous platelet thrombi in the cap- 
illaries throughout the body is described. 

The syndrome is differentiated from other 
varieties of essential thrombocytopenic purpura by 
rapid progression, failure to respond to trans- 
fusion and splenectomy and the uniform oc- 
currence of icterus and cerebral manifestations. 


330 Brookline Avenue 
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MEDICAL PROGRESS 


SURGICAL CARE AND OPERATIVE TECHNIC 
Joun D. Stewart, M.D.* 


BUFFALO, NEW YORK 


N ATURALLY enough, the current surgical 
literature is concerned to a considerable ex- 
tent with the problems of military medicine, but 
nevertheless there are contributors who find time 
for the persistent challenge present in such subjects 
as hernia, appendicitis and gastrointestinal disten- 
tion. Evidence is presented favoring the wider 
applicability of surgical treatment, and one is re- 
minded that it is the physiologic rather than the 
chronologic age of the patient that matters.’ As an 
increasing proportion of the population succeeds 
in reaching elderly ages, the surgeon is given a 
chance to show that cancer of the rectum or cancer 
of the stomach, as examples, can be successfully 
operated on despite the patient’s years.” Further- 
more, operative methods are being developed for 
palliative or curative treatment of hitherto hope- 
less lesions, such as carcinoma of the -esophagus 
and carcinoma of the pancreas. 


Wounp HEALING 


What are considered the fundamental principles 
of the treatment of traumatic wounds are tabulated 
and discussed by Reid and Carter.* Hemostasis, 
débridement, immobilization, avoidance of chemi- 
cal irritants, preservation of blood supply and 
maintenance of proper nutrition are among the in- 
disputable points mentioned. Sterilization of fresh 
traumatic wounds can be only relative, and reliance 
must be placed on the power of healthy living cells 
to combat bacteria. Tetanus and gas-bacillus anti- 
toxins are used prophylactically whenever the 
nature of the wound and the severity of its soiling 
so indicate. From an experimental study of fresh 
traumatic and contaminated surgical wounds, Bis- 
gard and Baker* conclude that bactericidal agents 
applied to wounds do not prevent infection but 
may cause severe tissue damage and interference 
with repair. Sulfanilamide, on the other hand, 
is locally protective and nonirritating. Copious ir- 
rigation of the wound with physiologic saline 
solution is standard practice, but these authors 
seem to favor mechanical scrubbing of the wound 
itself while it is being irrigated. In my opinion, 
such trauma is to be avoided. 


Reprints of articles in this series are not available for distribution, but 
the articles will be published in book form. The current volume is 
Medical Progress: Annual, Vol. Ill, 1942 (Springfield, Illinois: Charles C 
Thomas Company, 1942. $5.00). 

*Professor of surgery, University of Buffalo School of Medicine; surgeon- 
in-chief, Edward J. Meyer Memorial Hospital. 


The surgeon who prefers to use catgut routinely 
can find sound instruction based on the physi- 
ology of wound healing in an article by Howes.® 
The complications of wound healing are reduced 
in numter by a decrease in the size of the catgut 
used, and according to the author no catgut larger 
than No. 0 need be employed in suturing fascia. 
Catgut should be used sparingly or not at all in 
tissues that tolerate catgut poorly, such as the 
skin, subcutaneous fat, mucous membranes and 
muscles, but it is overwhelmingly the suture of 
choice in contaminated wounds. Plain catgut is 
to be used where rapid healing is to be expected, 
as in serosal and mucosal surfaces, and in the 
ligation of all vessels except large arteries, which 
are not safely sealed off until fibrosis has occurred. 

In a rather fantastic communication,® a method 
is proposed for aveiding exogenous operative con- 
tamination completely, based on complete steriliza- 
tion of the operating room with its contained air 
and equipment by means of formaldehyde gas. 
The operating room is hermetically sealed and is 
entered through four sterile anterooms. Surgeons 
and patients discard all clothing before entering 
the sterile rooms and are dressed in sterile overall 
gowns, which cover the entire body like diving- 
suits. “The patient’s skin is cleansed with ben- 
zene and then treated for at least ten minutes 
with a freshly prepared 10 per cent iodine solution, 
which it is generally unnecessary to remove by 
means of alcohol.” The paper is provocative, and 
although the methods proposed seem cumbersome 
to the point of inapplicability, one must admit 
that it is all too easy to compromise with 
practical requirements in the matter of surgical 
asepsis. 

Further evidence of the value of vitamin C in 
wound healing appears in the recent literature 
as obtained in both clinical and animal research. 
Patients undergoing operation on the biliary tract 
in the presence of depleted vitamin C reserves, as 
shown by the study of the dietary history or de- 
terminations of plasma concentrations, are reported 
to develop a higher incidence of incisional hernia 
than patients without such depletion.’ However, 
the same authors concluded that, in 12 cases of ab- 
dominal-wound disruption, mechanical factors 
were more. frequently to be blamed than vitamin 
C deficiency. Bartlett, Jones and Ryan*? report 
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further data from their painstaking investigations in 
animals and in patients, and Hartzell and Stone’ 
submit evidence of similar significance. The 
latter workers found histologically a failure of 
collagen production in experimental wounds when 
vitamin C deficiency was present. Greater-than- 
normal tensile strength did not result from an in- 
crease in the vitamin C intake above the normal 
daily requirement, which emphasizes the general 
conclusion that no benefit is to be expected from 
an excess of vitamins. 

The possible value of vitamin A in wound heal- 
ing has come under study, but the data do not 
appear to be decisive. Brandaleone and Popper™ 
found that wounds made in the abdominal wall 
of vitamin A deficient rats were epithelialized more 
rapidly if cod-liver oil was applied locally or given 
orally. Cod-liver oil produced no results if vita- 
min A depletion did not exist. Cod-liver oil con- 
tains, of course, various substances, some known 
and some unknown, and the authors offered as 
control observations the finding that linseed oil 
applied to the wounds of vitamin A deficient rats 
did not affect the rate of wound healing. 


Protein DEFICIENCY IN SURGICAL PATIENTS 


The problem of maintaining nitrogen balance 
and restoring deficits before and after operation 
continues to engage the attention that the great 
importance of the problem deserves. Amino acid 
mixtures obtained by hydrolytic breakdown of 
beef, milk and wheat have been used in tube 
feeding, with satisfactory clinical results.'* A 
casein hydrolysate (Amigen), which apparently 
contains all the essential amino acids, has been 
given intravenously in several hundred patients, 
with only an occasional mild urticarial reaction.” 
The authors are convinced that this is the simplest 
and most convenient way of supplying large 
amounts of utilizable nitrogen parenterally, and 
my own experience with infusions of casein hydrol- 
ysate leads me to agree. In my studies, the solu- 
tion has been given at somewhat faster rates with- 
out reaction, and with only moderate and transi- 
tory elevation of amino acid concentration in the 
patient’s blood. The excretion of amino acids in 
the urine during and after such infusions appears 
to be trivial." 

Brunschwig, Clark and Corbin” studied nitro- 
gen balance in a group of 41 patients undergoing 
a variety of major surgical operations. During 
the ten days immediately following operation, a 
nitrogen deficit varying from 3.8 to 175.8 gm. was 
observed in 36 patients. The major factor in the 
nitrogen loss appeared to be restriction of food 
intake, although the trauma to tissues at operation 
and acceleration of metabolism probably contrib- 
uted. The postoperative nitrogen deficit could be 
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reduced or even prevented by intravenous infusions 
of casein hydrolysate. The authors conclude that 
casein digest and glucose may be employed to 
maintain and replete nitrogen stores—a_ con- 
clusion that others have reached before them. 


Acute APPENDICITIS 


Of the various papers on this subject appearing 
in the past year, several are notable. The exhaus- 
tive clinical study of Faxon and Rogers'® ™ de- 
serves the attention of the surgeon or internist in- 
terested in the acute abdomen. In the clinical 
appraisement of cases of appendiceal peritonitis, 
the presence or absence of a mass seemed an ad- 
vantageous criterion. Of the 671 cases of acute 
appendiceal peritonitis, in 444 a mass was not pres- 
ent, and the postoperative mortality rate was 15.9 
per cent; in the 227 cases with a mass, the rate was 
7.1 per cent. The authors state that incision and 
drainage alone should be done as a primary pro- 
cedure unless technical removal of the appendix 
can be readily accomplished, and this principle is 
especially vital after the fourth day of the disease. 
Appendectomy should be carried out within six 
weeks following incision and drainage, as a rule. 
In the cases without a palpable mass in the right 
lower quadrant, the highest operative mortality re- 
sulted from operation on the fourth or fifth day of 
the disease. These patients were treated before the 
use of sulfonamide drugs was introduced in the 
care of peritoneal infection, and therefore this fac- 
tor did not enter the study. One of the findings 
in the survey illustrates the treacherous nature of 
clinical statistics. The observation was made that 
“appendectomy lasting between fifty and sixty 
minutes results in about half the mortality rate of 
either longer or shorter operations.” From this, 
the unimaginative surgeon might conclude that if 
he found himself getting through the operation 
before fifty minutes he should find some way of 
prolonging the procedure to the point of safety. 

Guerry and McCutchen" discuss the operative 
handling of the localized appendiceal abscess, as 
based on extensive personal experience. Mobili- 
zation, of the head of the cecum, protection of ad- 
jacent areas from soiling, proper placing of the 
omentum and stab-wound drainage are among the 
details recommended. In the illustrations of oper- 
ative technic, too much gauze seems to be packed 
into the wound, but the artist may have given a 
wrong impression. 


INGUINAL HERNIORRHAPHY 


A number of recent papers on this subject are 
at hand. In some, the anatomic details are clearly 
illustrated, a welcome matter to medical students, 
who realize the shortcomings of the standard text- 
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books of anatomy in this respect. McVay and 
Anson’ discuss what they consider a fundamental 
error in current methods of inguinal herniorrha- 
phy, namely, suturing the inguinal layers to Pou- 
part’s ligament. They state, “The superior pubic 
ligament (Cooper’s ligament) should be used in- 
stead, for it is the normal insertion, it is readily 
accessible and it is intrinsically strong and directly 
fixed to bone.” After the sac is removed or im- 
bricated as the case may be, the superior pubic 
ligament is isolated and freed of adjacent preperi- 
toneal connective tissue. The inferior margin of 
the transversus abdominis aponeurosis and _at- 
tached transversalis fascia is clarified and sutured 
to the superior pubic ligament from the pubic 
tubercle to the femoral vein. 

An entirely different approach to the problem 
is proposed by Jennings, Anson and Wright.” A 
low midline suprapubic incision is made down to 
the peritoneum, and the peritoneum is stripped 
away from the rectus muscle on the involved side 
to expose the internal abdominal ring. The her- 
nial sac is either withdrawn or transected at the 
ring, and the peritoneum proper is usually not en- 
tered. Among the advantages of the method are 
listed avoidance of trauma to the inguinal planes, 
simplicity of technic, less chance of injuring the 
ilioinguinal nerve and spermatic cord, and less 
danger of infection. The authors recognize the 
limitations of the method, however, and state that 
it is not applicable to direct or large indirect in- 
guinal hernias, and that major anesthesia and ab- 
dominal relaxation are required. The paper is 
unusually well illustrated. 

Clinical and experimental evidence on the use 
of the buried cutis graft in the repair of hernia 
is briefly reviewed by Cannaday,”* who reports per- 
sonal experience with the technic. Skin is re- 
garded as better for plastic repair than fascia, on 
the grounds that skin is “more active,” has longer 
life and is stronger and more resistant to pressure 
or strain. The author states that cutis may be 
used in superimposed layers in reconstructing the 
planes of the abdominal wall. In the experimental 
studies cited, it was found that the sebaceous 
glands and hair follicles in the implanted derma 
disappear early, the sweat glands later. Cannaday 
apparently has not noted wound infection, such 
as might come from the bacteria present in the 
glands and follicles of the buried skin. 


CarRCINOMA OF HEAD oF PANCREAS 


This difficult surgical problem is receiving much 
study, and definite progress can be reported. Har- 
vey and Oughterson** have performed local exci- 
sion of an ampullary growth in 1 case and radical 
pancreaticoduodenectomy in 5, with 1 fatality. 
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These authors believe that pessimism is unwar- 
ranted and that earlier diagnosis and radical ex- 
cision of such growths are indicated. Their clin- 
ical experience suggests that the external secretions 
of the pancreas in some patients do not appear to 
be essential to life. Whipple®* discusses the rea- 
sons for the reluctance hitherto shown by surgeons 
in tackling carcinoma of the pancreas, and in 
speaking of technical details points out the great 
superiority of fine silk over catgut in pancreatic 
surgery. For carcinoma limited to the papilla of 
Vater, transduodenal resection, with reimplanta- 
tion of the common and pancreatic ducts into the 
duodenum, offers definite advantages in his opin- 
ion. Sallick and Garlock** take a gloomy view 
and favor routine management of noncalculous 
obstructive jaundice by external biliary drainage 
as the initial operative procedure. If the patient 
survives for more than six months, the lesion is 
assumed to be benign, and a secondary operation 
is planned. They state that biliary-intestinal anas- 
tomosis at the outset in their series of cases re- 
sulted in an operative mortality rate of 48 per cent. 
Such an attitude appears unjustifiable in view 
of the palliative results and possible cures being 
obtained at present in various clinics by bold sur- 
gical operation. Attentive preoperative and _post- 
operative care and skill and experience in biliary- 
tract surgery are undoubtedly requisite in the suc- 
cessful handling of carcinoma of the pancreas. 

Fatty infiltration and degeneration of the liver 
occur not infrequently in carcinoma of the pan- 
creas and the papilla of Vater, and protective pre- 
operative and postoperative measures are analyzed 
by Schnedorf and Orr.** The feeding of lecithin, 
choline, pancreatic extract or lipocaic is recom- 
mended as part of the routine management, since 
the presence of a high concentration of lipid in the 
liver is associated with impairment of liver func- 
tion. The authors have hopes that thorough investi- 
gation of pancreatic function in patients with vague 
abdominal complaints may lead to earlier diagnosis 
of growths in the head of the pancreas or the papil- 
la of Vater. Trimble, Parsons and Sherman” report 
another successful one-stage operation for carci- 
noma of the head of the pancreas. Their patient 
showed no evidence of interference with the di- 
gestion of fat, carbohydrate and protein eleven 
months after pancreaticoduodenal resection. 

A great contribution to the surgical treatment 
of lesions of the head of the pancreas consists in 
the report of Ziegler.” In studying the blood sup- 
ply of the head of the pancreas in 24 cadavers, he 
found the gastroduodenal artery to be remarkably 
constant in its origin, course and distribution, but 
in 2 cases it gave origin to the middle colic artery. 
When the gastroduodenal artery does not give 
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rise to the middle colic artery, preliminary liga- 
tion of the gastroduodenal artery and the pancre- 
aticoduodenal artery can be used to render ex- 
cision of the head of the pancreas and duodenum 
a relatively bloodless dissection. 


SPLENECTOMY 


Two suggestions concerning the technic of sple- 
nectomy in difficult cases are worthy of mention. 
When the convex surface of the spleen is densely 
adherent to the parietal peritoneum, Rives** ad- 
vises stripping away the parietal peritoneum along 
with the spleen instead of trying to separate the 
adhesions. Singleton*® exposes the splenic artery 
along the upper border of the pancreas by section- 
ing the gastrocolic ligament. After ligation of the 
artery, the hilum of the spleen is dealt with in 
the usual manner, with much less danger of un- 
controllable bleeding. 

Hamrick and Bush*® report a case of splenosis of 
the peritoneum and review a part of the literature 
on the subject. In their case, splenectomy was 
performed for traumatic rupture of the spleen, and 
the patient remained well for three and a half 
years. After death from other causes, autopsy re- 
vealed numerous nodules of splenic tissue, up to 
4 cm. in diameter, scattered throughout the peri- 
toneal cavity. Microscopically, the tissue was sim- 
ilar to the structure of the adult spleen, with cap- 
sule, follicles (without germinal centers) and red 
pulp containing sinuses filled with red blood cells. 
This interesting condition is apparently seen only 
in young persons in whom seeding of the perito- 
neum with splenic cells has occurred following 
trauma. No subcutaneous implants have been re- 
ported, and no cases have been reported following 
splenectomy for nontraumatic lesions. 


Gasrous DistENTION OF GASTROINTESTINAL TRACT 


Altemeier and Wadsworth*! describe intestinal 
ileus as a complication of fractured rib and report 
10 cases. Irritation of the dorsal sympathetic 
ganglions and splanchnic nerves appears to be the 
most plausible explanation, as produced by dis- 
placement of the fractured bone, by retropleural 
edema or hematoma in the paravertebral area or 
by reflex stimulation of the splanchnic nerves 
through the peripheral abdominal or thoracic 
nerves. In 8 of the 10 cases, the fracture was 
within 5 cm. of the lateral vertebral border. The 
condition is best treated conservatively without 
operation if ruptured intra-abdominal viscus can 


be ruled out. 


The free use of nasogastric suction during and 
after operation is advocated by Singleton, Rogers 
and Houston.** The advantages of maintaining 
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deflation of the gastrointestinal tract through as- 
piration of swallowed air are summarized, as well 
as some possible disadvantages of the method. 
Careful restoration of water and electrolyte lost in 
this manner is necessary to avoid dehydration and 
acid-base imbalance. Analyses of intestinal gases 
from dogs with intestinal obstruction are in agree- 
ment with the findings of earlier students of the 
subject, notably McIver, and indicate that most of 
the gas is swallowed air, since 84 per cent is ni- 
trogen. 

Studies of the effects of various drugs on the 
motility of the human colon are reported by Adler, 
Atkinson and Ivy.** Prostigmine methylsulfate, 
pituitary extract and ergotamine tartrate were 
tested with respect to their effect on propulsive 
motility in the distal colon of 4 patients with colos- 
tomies. A combination of the drugs seemed to 
give better results with less side reaction than a 
larger dose of the drugs used singly. 


DicuMAROL 


Experimental and clinical study of the useful- 
ness of 3-3’-methylenebis-4-hydroxy-coumarin, or 
dicumarol, continues.’ This substance causes 
hemorrhagic sweet-clover disease in cattle, and 
has been isolated, identified and synthesized by 
Link and his co-workers.*® When 100 to 300 mg. 
is taken orally by the adult patient, retardation 
of clotting and prolongation of prothrombin time 
promptly ensue; so far, toxic side actions do not 
appear to occur. The clotting defect persists for 
several days, and the only known method of short- 
ening the recovery period is blood transfusion. It 
seems probable that the drug has clinical applica- 
bility in the treatment and prevention of intra- 
vascular clotting, thromtophlebitis and pulmonary 
embolism, as well as in arterial surgery and in 
sulfonamide therapy of established infection. Pre- 
liminary reports suggest that patients may safely be 
operated on after the clotting mechanism has been 
inhibited by the drug, although further data are 
needed.*® In the clinical use of dicumarol, it will 
probably be necessary to take careful note of in- 
dividual variation in dosage requirements by fre- 
quent measurements of clotting time or prothrom- 
bin time, a disadvantage that the method shares 
with the inhibition of clotting by heparin. The 
pharmacologic action of the drug remains to be 
determined, but liver damage is apparently not 
the basis for its effect. 
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CASE 28391 
PRESENTATION OF CASE 


A fifteen-year-old schoolgirl was admitted to 
the hospital because of severe crampy abdominal 
pain and jaundice. 

Seven weeks prior to admission, the patient 
had a “head cold.” This cleared after a week, 
and she went to the seashore, where she developed 
a “remarkable tan.” Several days later, the scleras 
were found to be jaundiced. 

Five weeks before admission, generalized jaun- 
dice developed, unassociated with symptoms other 
than listlessness and anorexia, and became pro- 
gressively deeper. A physician treated the patient 
with a diet limited to fluids. Ten days before 
entry, she suffered with distention and an attack 
of severe crampy midabdominal pain, which lasted 
several hours and was relieved by the passage of 
flatus and a “diarrhea” stool. Since this episode, 
attacks of similar pain had become increasingly 
severe and occurred more frequently. The pas- 
sage of flatus and loose stools — often ten to twelve 
times a day —always provided some relief. The 
attacks bore no relation to meals and frequently 
awakened the patient from sleep. The stools va- 
ried from green to clay but prior to admission 
seemed to have been most often clay colored. The 
stools were not tarry and did not contain blood. 
The urine gradually developed a wine color. A 
week before entry, when examined at this hos- 
pital, the patient was deeply jaundiced. Examina- 
tion of the heart and lungs was negative. The 
spleen was felt three fingerbreadths below the 
costal margin. The temperature was 98°F., and 
the pulse 100. The patient was advised to remain 
in bed, take her temperature twice a day, and 
consume a high-carbohydrate, low-fat diet. Three 
days later, the patient developed skin ecchymosis 
on the anterior chest and buttocks. She stated that 
at this time the attacks of abdominal pain culmi- 
nated, with some relief in vomiting of copious 
amounts of fluid. She denied any contact with 
unusual chemicals or drugs, and there was no evi- 
dent exposure to rats. During the illness, she 
gained approximately 17 pounds. 


The family history was irrelevant. Four years 
before entry, an appendectomy was performed be- 
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cause of “acute appendicitis.” Two years later, 
an abscess of the left kidney was drained, and re- 
covery was complete after two weeks. Catamenia 
had not appeared for nine weeks. 

Physical examination revealed a listless, deeply 
jaundiced and dehydrated girl who complained 
bitterly of intermittent attacks of crampy epigastric 
pain in the left side and across the upper abdo- 
men. The attacks lasted one or two minutes, with 
a few minutes’ interval of relief, and were sugges- 
tive of labor pains. Examination of the heart 
and lungs was not remarkable except for a short 
systolic murmur audible in the pulmonic area. 
The abdomen was markedly distended and tym- 
panitic. No masses could be felt because of the 
degree of distention. There was moderate ten- 
derness over the upper abdomen and to the left 
of the umbilicus. Dullness was percussed in the 
right upper quadrant from the fifth rib to three 
or four fingerbreadths below the costal margin. 
Peristaltic sounds were diminished in intensity 
and frequency. There was a slight degree of bi- 
lateral ankle edema. 

The blood pressure was 140 systolic, 70 dias- 
tolic. The temperature was 103.2°F., the pulse 
120, and the respirations 30. 

Examination of the blood revealed a_red-cell 
count of 4,100,000° with a hemoglobin of 10.5 gm., 
and a white-cell count of 13,000 with 93 per cent 
polymorphonuclear neutrophils. The hematocrit 
was 47 per cent. The urine was the color of port 
wine and acid in reaction, had a specific gravity 
of 1.012, showed a ++ + + test for bile, and con- 
tained 5 to 10 white blood cells and 3 to 5 gran- 
ular casts per high-power field. The stool was 
semisolid and tan. 

The guaiac test was markedly positive, and bile 
pigment was found to be present. The nonpro- 
tein nitrogen was 12 mg. per 100 cc., and the van 
den Bergh reaction 37.6 mg., direct. The pro- 
thrombin time was 75 seconds (normal, 22 sec- 
onds). The phosphorus was 2.3 mg. per 100 cc., 
and the phosphatase 3.3 Bodansky units. A flat 
plate of the abdomen showed a diffuse haziness. 
There was no evidence of dilated loops of bowel. 
In one film, there was a large amount of gas in 
the stomach. 


In spite of supportive treatment in the form of 
the administration of vitamin B complex, vitamin 
K, glucose and citrated blood, the patient lapsed 
into coma and died two days after admission. 


DIFFERENTIAL DrAcnosis 


Dr. Attan M. Butter: Let us briefly enumer- 
ate some of the salient features of this history. 
Seven weeks prior to admission, the patient had 
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a head cold. Ten days later, she developed jaun- 
dice. During the next three and a half weeks of 
jaundice, there was no fever, pain, vomiting or 
diarrhea. Five and a half weeks after the onset of 
jaundice, she suffered from distention, abdominal 
pain and diarrhea. For a considerable period of 
the jaundice, there was bile in the stools. The 
wine-colored urine leads me to assume that there 
was a mixture of bilirubin, urobilinogen and uro- 
bilin in the urine. 

When first examined at this hospital six weeks 
following the onset, the patient was still deeply 
jaundiced and still had no fever. There was also 
no bradycardia. The advice to remain in bed and 
consume a high-carbohydrate, low-fat diet makes 
one wonder whether the examining physician 
made the diagnosis of catarrhal jaundice. 

Dr. Tracy B. Mariory: The first visit to the 
hospital was to the Out Patient Department. At 
that time, the patient was given a house appoint- 
ment and entered the ward a week later. 

Dr. Butter: I assume that the skin ecchymoses 
reflected the hypoprothrombinemia of jaundice, 
which is to be distinguished from vitamin K de- 
ficiency. With the former, there is plenty of vita- 
min K getting in, but in the presence of liver dam- 
age it is not convertible to prothrombin. 

The absence of fever, I should think, is against 
Weil's disease. In asking about unusual chemicals 
or drugs, the physicians were searching for the 
etiologic factor of the toxic hepatitis. 

The distention of the abdomen was, I presume, 
largely due to ascitic fluid. 

One wonders if a hepatitis was not mistaken for 
appendicitis, or whether with the appendicitis 
something occurred that caused injury to the liver. 
We know that colon bacillus infections of the kid- 
ney may result in colon bacillus septicemia and 
consequent hepatitis. 

I assume that the pain in the left side and 
across the upper abdomen had to do with splenic 
congestion, possibly pancreatitis, gastric dilatation 
or adhesions about the duodenum. At this point, 
no mention is made of ascites, but I assume that 
ascites was present. Apparently, the liver was en- 
larged, but the edge was not made out, so that we 


do not know whether it was a smooth edge. No- 


mention is made of any prominent superficial ab- 
dominal veins. The serum protein concentration 
is not reported. 

A week after the visit to the Out Patient De- 
partment, the temperature rose to 103.2°F. The 
hemoglobin and cell counts indicate that the pa- 
tient was not having a hemolytic crisis. The urine 
contained bile, white cells and granular casts. 
No mention is made of urobilin or epithelial cells. 
Bile was present in the stool. The low blood 
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nonprotein nitrogen probably reflects the high- 
carbohydrate, low-protein diet and the low blood 
urea from liver damage. The serum alkaline 
phosphatase was not elevated as I should have 
anticipated with this degree of jaundice and liver 
disease. No blood Hinton or tuberculin reaction 
is reported. 

The facts that x-ray examination showed no 
evidence of dilated loops of bowel and that the 
patient was continually having stools indicate no 
intestinal obstruction. 

Do the x-ray films deserve demonstration, and 
does an x-ray man want to interpret them or do 
I have to? 

Dr. Mattory: I am sorry, but no x-ray man is 
here. 

Dr. Butter: The films suggest ascites, with dif- 
fuse haziness throughout the abdominal cavity, an 
elevated diaphragm and some congestion at the 
bases. The heart is pushed up by the elevation of 
the diaphragm that results from the abdominal 
distention, which in turn is due to ascites. 

If I had been asked to see the patient at this 
point in her course, I think I should not have 
said that she had syphilis, actinomycosis, an echi- 
nococcal, cyst or other parasitic infection or a liver 
abscess. There was no history of trauma to initiate 
liver damage. The chances are very much against 
cholelithiasis, and I do not believe the primary dis- 
turbance was related to a cholangitis or that the 
patient had a portal cirrhosis. Therefore, I con- 
clude that she probably had a toxic hepatitis. 

As a pediatrician who does not see a great deal 
of liver disease in patients of this age, I should 
have called in a consultant. 

I had hoped to be able to call in Dr. C. M. 
Jones, but unfortunately he is on vacation, so that 
I cannot benefit by his opinion. From the subse- 
quent course of the patient, it appears that she did 
not obtain such benefit either. 

The best I can do without that consultation is 
to say that this patient died in cholemia from 
liver insufficiency due to toxic hepatitis. Since 
the physical examination suggested an enlarged 
liver, the pathological diagnosis might well be hy- 
pertrophic biliary cirrhosis following a toxic hepa- 
titis, with simultaneous degeneration and regen- 
eration of the liver cells. Or it may be that the 
degeneration was acute enough to warrant the 
diagnosis of subacute yellow atrophy. 

The etiology, I should think, would remain 
unknown. We have seen several patients with 
such a course of disease, and the etiology has been 
unknown. Strangely enough, Dr. L. K. Diamond 
at the Children’s Hospital has seen three children 
of one family with a story like this, and the diag- 
nosis was the one that I am making in this case. 
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I believe that Dr. Jones encountered another fam- 
ily in which several children with similar stories 
were thought to be suffering from toxic biliary cir- 
rhosis. 

I think it will be found that the splenomegaly 
was of the obstructive type. There may have been 
some pancreatitis. If there was a portal or splenic 
thrombosis, it was secondary and did not play a 
great part in the present course, because portal or 
splenic thrombosis usually leads to death from re- 
peated esophageal and gastric hemorrhages after 
a considerable period. If such thrombosis were 
primary, we ought to have more comment about 
superficial abdominal veins, collateral circulation 
and, possibly, esophageal varices. There may 
have been extrahepatic obstruction of the common 
duct due to tumor or enlargement of the lymph 
nodes of the portal fissure. Although nothing was 
said about epithelial cells in the description of the 
urine sediment, I should think the kidneys would 
show cloudy swelling of the tubular epithelium, 
with desquamation of some of the epithelial cells. 
Because of the past history of draining of a peri- 
nephritic abscess, some healed pyelonephritis should 
be evident at autopsy. 

A Priysictan: Is there a possibility of subacute 
bacterial endocarditis? Were there any blood cul- 
tures? 

Dr. Mattory: There were no blood cultures. 
I think this degree of jaundice would be very un- 
usual for bacterial endocarditis. 

A Puysician: Was there a history of pregnancy? 

Dr. Mattory: No. 

Dr. WituraM W. Beckman: I was bothered by 
the fact that the spleen was enlarged at the time 
of the first examination, and I wondered if there 
were an underlying process, such as splenic throm- 
bosis or cirrhosis. 


Curnicat Dracnosis 
Acute yellow atrophy of liver, etiology? 


Dr. Buter’s Dracnosis 
Toxic hepatitis. 


ANATOMICAL DIAGNOSES 
Subacute yellow atrophy of liver. 
Ascites. 
Icterus. 
Peritonitis, chronic fibrous, localized, postopera- 
tive. 
Operative scar, appendectomy. 
Hydrothorax, slight, right. 


PATHOLOGICAL Discussion 


Dr. Mattory: Dr. Butler has not been present 
at these exercises very long and, consequently, 
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does not know the pleasure I take in presenting 
cases with palpable livers that turn out to be ex- 
tremely small and atrophic. Of all points in physi- 
cal examination I think the estimation of the size 
of the liver is the most unreliable, and totally so 
in any patient with ascites. 


This patient had a liver weighing 1050 gm., 
which represents a moderate degree of atrophy. It 
was coarsely nodular, the nodules ranging up to 
a little more than 1 cm. in size. They were inter- 
spersed with deep and rather large depressions in 
which liver cells are absent. The picture corre- 
sponds very closely to what we interpret here as 
the healed stage of acute atrophy. 


One wonders how long the process had been de- 
veloping. The history was only a little over six 
weeks in duration, whereas the liver shows con- 
siderable fibrosis, rather more than I should sup- 
pose could be accounted for merely by condensa- 
tion of the stroma. The scars are still quite vas- 
cular, however, and there are still numerous mono- 
nuclear phagocytes, which presumably were at- 
tracted by disintegrating liver cells. All active 
degeneration of liver cells has ceased, and regen- 
eration is still active. 


There had also been time for well-marked hy- 
pertrophy of the spleen, which weighed 650 gm. 
The sinusoids are dilated, and the splenic pulp is 
fibrotic, as one sees in any case with, portal hyper- 
tension. There were not any readily demonstra- 
ble evidences of collateral circulation, however, but 
esophageal varices are difficult to demonstrate at 
autopsy even when seen clearly at fluoroscopic ex- 
aminations during life. I have recently heard of 
an apparently well-authenticated similar case in 
which death from a ruptured varix occurred six 
weeks after the onset of epidemic infectious hep- 
atitis. If this is correct, cirrhosis and portal hy- 
pertension must, on occasions, develop with much 
greater rapidity than we have hitherto supposed. 
The kidneys, as predicted, show a moderate degree 
of tubular degeneration consistent with so-called 
“bilonephrosis.” There were no other significant 
findings. 

The etiology, as predicted, remains completely 
mysterious. My inclination is to consider it due 
to infectious hepatitis,—that is, catarrhal jaun- 
dice, — but in the absence of an epidemic I know 
of no way to prove the point. 

A Puysician: I should like to ask about the 
nonprotein nitrogen of 12 mg. per 100 cc. That 
is not a normal figure. 

Dr. Butter: The patient had been living on a 


low-protein, high-carbohydrate diet and had liver 
disease. 
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CASE 28392 
PRESENTATION OF CASE 


A forty-three-year-old man was admitted be- 
cause of crampy abdominal pain. 

Two and a half years before admission, the pa- 
tient suffered with a gastrointestinal upset, which 
lasted one day and was characterized by diarrhea, 
but had no vomiting. Eight months later, he had 
several attacks of abdominal pain and vomiting, 
each lasting several weeks. Following each attack, 
he was quite well. One and a half years before 
entry, he consulted a physician because of an at- 
tack of epigastric distress, which developed after 
he ate bacon. This attack was characterized by 
recurrent periods of periumbilical colicky pain, 
each lasting several hours and somewhat relieved 
by belching and vomiting. During the attacks, 
diarrhea developed. However, the stools remained 
normal in color and did not contain blood or 
mucus. The physician told the patient that he 
had a tendency toward ulcer and treated him 
successfully with a bland diet. Ten days before 
admission, after a similar attack, he entered a com- 
munity hospital, where a gastrointestinal barium 
study was said to have been negative. On the 
night before admission to this hospital, the gastro- 
intestinal distress recurred and was similar to pre- 
vious episodes, except that the pain was severer. 
Obstipation had developed, but no vomiting oc- 
curred. During the three months prior to entry, 
the patient had lost 20 pounds in weight. 


The family and past histories were irrelevant. 

Physical examination revealed a well-developed, 
very restless, haggard man who was obviously 
acutely ill. The skin was dry, and the tongue 
dry and coated. Examination of the lungs was 
negative. There were soft apical and basal sys- 
tolic murmurs. The abdomen was distended, and 
in the left epigastrium, there was a smooth, non- 
tender mass, which descended with respirations. 
No edge and no irregularity of the mass could be 
distinguished. In the left lower quadrant, there 
was a firm, smooth, movable, baseball-sized mass, 
which was tender and dull to percussion. There 
was no abdominal-wall spasm, and no rebound 
tenderness. Peristalsis was diminished. 

The blood pressure was 122 systolic, 88 diastolic. 
The temperature was 100°F., the pulse 96, and 
the respirations 24. 

Examination of the blood revealed a hemoglo- 
bin of 11.6 gm. (photoelectric-cell technic) and a 
white-cell count of 14,900. The urine had a specific 
gravity of 1.026, was acid in reaction, gave a ++ 
test for albumin, a + test for diacetic acid and 
acetone and a + + + test for sugar, and contained 
5 to 8 white blood cells per high-power field (a 
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saline-glucose infusion was administered prior to 
the collection of this urine specimen). The blood 
Hinton reaction was negative. A flat plate of 
the abdomen revealed numerous loops of dilated 
bowel, particularly of the small bowel. There was 
some gas in the dilated cecum. The stomach was 
displaced upward by the dilated loops of bowel. 
There was a large soft-tissue mass in the left 
side of the abdomen. 

Gastrointestinal decompression was initiated by 
means of a Miller-Abbott tube. A barium enema 
was then performed. The barium flowed to the 
cecum without delay. There seemed to be pres- 
sure on the sigmoid by a soft-tissue mass. There 
was no definite evidence of obstruction in the 
colon. A large amount of fecal material was pres- 
ent. Numerous loops of dilated small bowel were 
visible. 

Operation was performed on the second day 
after admission. 


DIFFERENTIAL DIAGNosIs 


Dr. Horace K. Sow es: In this patient with a 
history of somewhat less than two years of real 
trouble, the attacks suggest to me mechanical in- 
terference with the small bowel. Probably, me- 
chanical interference with the biliary tract or gall 
bladder can be excluded. The reference of pain 
to the periumbilical area is characteristic of small- 
bowel lesions. Its colicky character and the fact 
that the patient was quite well between attacks 
are typical of transient, partial obstruction. The 
diarrhea, I think, can be explained by the fact that 
this pain stimulated peristaltic action. I do not 
believe the obstruction was ever complete. The 
most recent attack was somewhat severer, and 
for the first time, obstipation was noted. It is 
rather curious that no vomiting occurred with that 
attack, because with interference of small-bowel 
action, nausea and vomiting are quite prompt. 

The patient had a weight loss of 20 pounds. 
That undoubtedly is significant and suggests, of 
course, that the lesion was a neoplasm. 

The family history is irrelevant. 

On physical examination, the mass first de- 
scribed as being in the epigastrium was smooth 
and nontender, no edge and no irregularity being 
demonstrated, which means that they did not 
believe it was the spleen. I suppose it might have 
been a cyst of the pancreas or omentum. Against 
a cyst of the pancreas is the fact that later physical 
and x-ray examinations placed the tumor mass 
lower in the abdomen, pressing on the sigmoid. 
This perhaps rules out cyst of the pancreas but 
does not rule out cyst of the omentum. 

The blood pressure was not significant. The 
pulse was somewhat rapid at the time of admis- 
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sion to the hospital, showing an acutely ill man, 
and was perhaps a reaction to pain and discom- 
fort. The hemoglobin was low, again perhaps sug- 
gestive of a neoplasm. The hemoglobin probably 
was not lowered by blood loss because we have 
no story of blood loss in the bowel movements. 
The white-cell count was 14,900, which is some- 
what elevated. If the patient had an ulcerative 
lesion of the small bowel, with associated infec- 
tion, that might account for it. The x-ray films 
are not particularly helpful. There were dilated 
loops of bowel and some gas in the dilated cecum, 
and the stomach was displaced upward — a picture 
of partial obstruction. The colon and cecum filled 
without delay. There was no evidence of lesions 
in the cecum, but there was extrinsic pressure on 
the cecum by a soft-tissue mass. 

What was the soft-tissue mass that we assume 
to have been the cause of the trouble? 1 suppose 
that it might have been a cyst of the omentum, 
perhaps a tumor of small bowel. If so, it probably 
was not carcinoma, which gives a small cicatricial 
lesion as a rule, causing partial obstruction, and 
does not attain the size described in this case. 
Lymphosarcoma would be more likely to attain 
this size, and there might be more than one lesion 
and tumor of the small bowel itself causing inter- 
mittent obstruction; the soft-tissue mass described 
on x-ray study might be retroperitoneal lymphoma. 
I do not believe we need assume that there were 
multiple tumors, however. The symptoms were 
probably due to mechanical interference with the 
bowel by tumor. It might have been a cyst, pos- 
sibly of the kidney, more likely of the omentum, 
and still more probably a tumor —a lymphoma or 
lymphosarcoma of the small bowel. 

Perhaps Dr. Schatzki can give more informa- 
tion than appears in the written description. 

Dr. Ricuarp Scuatzki: The flat abdominal film 
shows the markedly dilated loops of small intes- 
tine described in the record. The cecum is mod- 
erately distended. I cannot see if the rest of the 
colon is distended. The soft-tissue mass is indefi- 
nite on the flat film; I cannot be sure of it. A 
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barium enema, however, shows it very clearly as 
displacing the sigmoid downward, without affect- 
ing the cecum. There is one region in the proxi- 
mal transverse colon that, on the postevacuation 
films, looks a little narrow. I cannot imagine 
that the examiner would have missed a lesion of 
that size during fluoroscopy. I think the ap- 
pearance is due to the enormous amount of fecal 
material that the patient had in his colon. 


CLINICAL DIAGNosIS 


Intussusception? 


Dr. Sow.es’s DIAGNOsIS 


Lymphosarcoma of small intestine. 


ANATOMICAL DIAGNOSES 


Polyp of ileum. 
Intussusception. 


ParHoLocicaL Discussion 


Dr. Tracy B. Matrory: This patient was ex- 
plored. No definite preoperative diagnosis was 
recorded, although a note in the record at least 
suggested the possibility of recurring intussuscep- 
tion as the cause of the symptoms. At operation, 
a large sausage-shaped mass of small bowel, 75 
cm. long, was found, which was an obvious in- 
tussusception. An attempt to reduce it proved 
impossible. It was necessary to resect the entire 
area, about 180 cm., as it turned out, of small 
bowel. At the head of the intussuscepting mass 
was an area where the mucosa of the ileum was 
markedly swollen, edematous and, at one point, 
frankly polypoid. There can be little doubt that 
intestinal polyps had been present for a consid- 
erable time, at least the two and a half years 
that the history covers, and had repeatedly acted 
as the focus behind which intussusception devel- 
oped. On each of the earlier occasions, sponta- 
neous reduction must have occurred. 

Dr. Scuarzxi: I looked carefully for intussus- 
ception in the flat film. Usually one can sce 
some evidence of it. There was none, however. 
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MASSACHUSETTS MEDICAL SERVICE 


LireraTuRE concerning Massachusetts Medical 
Service — the Blue Shield — was mailed last Tues- 
day night to every licensed physician in Massachu- 
setts. This included copies of the “Application of 
and Agreement with Participating Physicians” and 
the “Schedule of Surgical, Obstetrical and X-Ray 
Benefits.” 

Since many people in Massachusetts are anxious- 
ly waiting to participate in the plan and since the 
majority of industrial leaders are eager to provide 
their employees with an inexpensive and effective 
method of budgeting for unexpected surgical ex- 
pense, all means to expedite actual operation of the 
Blue Shield should be provided. Furthermore, 
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medical societies in other states are watching with 
interest the development of this medical-service 
plan, which is still another example of Yankee fore- 
sightedness, cohesiveness and altruistic enterprise. 

The mailing of contracts and fee schedules, 
scheduled for August, was retarded by the tre- 
mendous amount of detail necessary to make the 
plan operable. Because of this delay and because 
of the unsettled conditions prevailing in the Nation, 
all physicians are urged to sign both copies of 
the “Application and Agreement” and to return 
them immediately. 

Further delay in the Blue Shield plan will lessen 
public interest and encourage the proponents of 
government-controlled medicine. The more rapidly 
Blue Shield begins to protect the health of Massa- 
chusetts wage earners, the sooner this very im- 
portant health problem plaguing the mind of a 
war-conscious community will be solved. In 
view of the urgent need for an adequate scheme 
for the provision of medical care, let it never be 
said that the physicians of Massachusetts offered 
“too little — too late.” 


SALVATION ARMY APPEAL 


Tue Greater Boston Annual Maintenance Ap- 
peal of the Salvation Army will begin on Septem- 
ber 28. More than two thousand volunteer work- 
ers will assist in the collection of $250,000, the 
goal for 1942-1943. The twenty-seven cities that 
comprise the Metropolitan Division will be in- 
cluded in the drive. 

At the opening dinner, to be held at the Boston 
Chamber of Commerce on September 29, the 
Carrier Salvation will be launched; the sister of 
an aviation ordnance man who died in action at 
Pearl Harbor has been selected as sponsor of the 
campaign ship. Governor Saltonstall, Mayor Tobin, 
naval, army and labor leaders and others will join 
in the launching. 

The objective for this year, which is $50,000 
more than the goal in 1941, can be attained only 
through the greatest generosity on the part of 
those who contribute. The Salvation Army, 
which has done so much for the needy, must 
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raise its quota if it is to function in the difficult 
days ahead, when it may have to meet even 
greater demands for help because of shortages 
of fuel and other vital necessities. 

The need is great, and there are few worthier 
causes. The appeal should inspire every public- 
spirited citizen to do his utmost. Physicians, 
who have responded generously in former cam- 
paigns, are urged to continue to lead their com- 
munities in making the work of the Salvation 
Army possible. 


MEDICAL EPONYM 


ARGYLL Ropertson Pupit 


Although he credits Stellwag von Carion with 
the statement that tabes dorsalis and spinal paraly- 
sis may cause paralytic myosis, the account of the 
rigid pupil in his report, entitled “On an Inter- 
esting Series of Eye-symptoms in a Case of Spinal 
Disease, with Remarks on the Action of Bella- 
donna on the Iris, etc.,” in the Edinburgh Medical 
Journal (14: 696-708, 1869), together with a later 
report, “Four Cases of Spinal Myosis; with Re- 
marks on the Action of Light on the Pupil,” in 
the same journal (15:487-493, 1869), has served 
to afhix permanently the name of Douglas Argyll 
Robertson (1837-1908), lecturer on diseases of the 
eye at the University of Edinburgh, to this phe- 
nomenon. The following quotation is from the 
earlier article: 


On examining the eyes, I found both pupils con- 
tracted to little more than pin-points, the right rather 
the smaller of the two. . . . I could not observe any 
contraction of either pupil under the influence of 
light, but, on accommodating the eyes for a near ob- 
ject, both pupils contracted. 


R. W.B. 


MASSACHUSETTS MEDICAL SOCIETY 


COMMITTEE ON MATERNAL WELFARE 


Case Hisrory: DEATH FOLLOWING PARTIAL 
SEPARATION OF THE PLACENTA AND VAGINAL DELIVERY 


A twenty-four-year-old Polish woman began to 
bleed when approximately eighteen weeks in her 
second pregnancy, and continued to do so off and 
on until she was sent to the hospital in the thir- 
tieth week. The past history was irrelevant, the 
only operative procedure being a cesarean sec- 
tion, which terminated her first pregnancy. After 
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the initial bleeding mentioned above, the patient 
was in bed the greater part of the time and was 
seen frequently from then on. The blood pres- 
sure and the urine remained normal; no vaginal 
examination was made. In spite of the frequent 
recurrences of moderate bleeding, the patient was 
not hospitalized until about the thirtieth week, 
when the bleeding became freer. No vaginal exam- 
ination was made on entry, but five days later, 
labor started spontaneously. When it had pro- 
gressed to the point where the cervix was dilated 
two fingerbreadths, there was so much free bleed- 
ing that delivery was attempted. It was a breech 
presentation, and a footling extraction was ac- 
complished, apparently without difficulty. The 
patient, however, went immediately into shock 


and, despite transfusion, died half an hour: after 
delivery. 


Comment. Undoubtedly, this patient was car- 
ried along from the eighteenth week for the pur- 
pose of obtaining a live child. In view of the pre- 
vious cesarean section and the fact that the preg- 
nancy, when labor started spontaneously, had 
reached the point of possible viability, it is strange 
that cesarean section was not immediately per- 
formed. Had it been done, this patient would 
not have died of hemorrhage. It is interesting 
that the death certificate stated the cause of death 
to be “placenta previa,” but the details given by 
the visiting physician indicated that the bleeding 
came from a partially separated placenta. It is 
quite likely that if, as the record stated, delivery 
was attempted when the cervix was dilated but 
two fingerbreadths, this death was due to hem- 
orrhage, possibly associated with rupture of the 
lower segment. 

The handling of this patient from the beginning, 
although conscientious, was unintelligent, the 


method of delivery ill-advised, and the death 
avoidable. 


WAR ACTIVITIES 


PROCUREMENT AND ASSIGNMENT 
SERVICE 


The following release from Services of Supply, Office 
of the Surgeon General, has recently been forwarded to all 
corps-area and state chairmen by the Procurement and 
Assignment Service. 

* * * 


The Surgeon General of the Army published detailed 
information concerning policies governing the initial ap- 
pointment of physicians as medical officers on April 23, 
1942. Necessary changes are given wide publicity, at his 
request, in order that the individual applicants, and all 
concerned in the procurement of medical officers, may 
know the status of such appointments. 
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The current military program provides for a definite 
number of position vacancies in the different grades. The 
number of such positions must necessarily determine 
the promotion of officers already on duty and, in addition, 
the appoinunent of new officers from civilian life. Such 
appointments are limited to qualified physicians required 
to fill the position vacancies for which no equally well- 
qualified medical officers are available. Such positions 
calling for an increase in grade should be filled by pro- 
motion of those already in the service, in so far as possible, 
and not by new appointments. 

If this policy is not followed, it would definitely penal- 
ize a large number of well-qualified lieutenants and cap- 
tains already on duty by blocking their promotions, which 
have been earned by hard work. In view of these facts, 
it has been deemed necessary to raise the standards of 
training and experience for appointment in grades above 
that of first lieutenant. 

With this in view, the Surgeon General has announced 
the following policy, which will govern action to be taken 
on all applications after September 15, 1942: 


All appointments will be recommended in the grade 
of first lieutenant with the following exceptions: 


Captain. 1. Eligible applicants between the ages of 
thirty-seven and forty-five will be considered for ap- 
pointment in the grade of captain by reason of their 
age and general unclassified medical training and ex- 
perience. 

2. Below the age of thirty-seven and above the age 
of thirty-two, consideration for appointment in the 
grade of captain will be given to applicants who meet 
all the following minimum requirements: 


a. Graduation from an approved medical school. 

5. Internship of not less than one year, preterably of 
the rotating type. 

c. Special training consisting of three years’ residency 
in a recognized specialty. 

d. An additional period of not less than two years of 
study or practice limited to the specialty or both. 


3. Eligible applicants who previously held commis- 
sions in the grade of captain in the Medical Corps 
(Regular Army, National Guard of the United States 
or Officers Reserve Corps) mayebe considered for ap- 
pointment in that grade provided they have not passed 
the age of forty-five years. 


Major. 1. Eligible applicants between the ages of 
thirty-seven and fifty-five may be considered tor ap- 
pointment under the following conditions: 

a. Graduation from an approved school. 

6. Internship of not less than one year, preferably of 
the rotating type. 

c. Special training consisting of three years’ residency 
in a recognized specialty. 

d. An additional period of not less than seven years 
of study or practice limited to the specialty or both. 

e. The existence of appropriate position vacancies. 

f. Additional training of a special nature of value to 
the military service, in lieu of the above. 

2. Applicants previously commissioned as majors in 
the Medical Corps (Regular Army, National Guard of 
the United States or Officers Reserve Corps) whose 
training and experience qualify them for appropriate 
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assignments may be considered for appointment in the 
grade of major provided they have not passed the age 
of fifty-five, 


Lieutenant Colonel and Colonel. n view of the small 
number of assignment vacancies for individuals of such 
grade, and the large number of reserve officers of these 
grades who are being called to duty, such appoint- 
ments will be limited. Wherever possible, promotion of 
qualified officers on duty will be utilized to fill the po- 
sition vacancies. 


Much misunderstanding has arisen concerning recogni- 
tion by specialty Boards and membership in specialty 
groups. It will be noted that mention is not made of 
these in the preceding paragraphs. This is due to the 
Variation in requirements of the different boards and or- 
ganizations. Membership and recognition are definite fac- 
tors in determining the professional background of the 
individual, but are mot the deciding factors, as so many 
physicians have been led to believe. 


The action of the Grading Board, established by the 
Surgeon General in his office, is final in tendering initial 
appointments. Proper consideration must be given such 
factors as age, position vacancies, the functions of command 
and original assignments. All questionable initial grades 
are decided by this board. Due to the lack of time, no 
reconsideration can be given. 

There are in the age group from twenty-four to forty- 
five more than a sufficient number of eligible, qualified 
physicians to meet the requirements of the Medical De- 
partment. It is upon this age group that the Congress 
has imposed a definite obligation of military service through 
the medium of the Selective Service Act. The physicians 
in this group are ones needed now for active duty. The 
requirements are immediate and imperative. Applicants 
bevond forty-five years may be considered for appointment 
only if they possess special qualifications for assignment 
to positions appropriate to the grade of major or above. 


MISCELLANY 
TUBERCULOSIS AND INDUSTRY 


Industrial health and tuberculosis in industry are topics 
of great concern to all nations at war. Britain, the senior 
partner of the United Nations by length of service, was 
confronted much earlier than we were by problems aris- 
ing from the conversion of peace economy to war produc- 
tion. The following are abstracts from recent British pub- 
lications. 

INpusTRIAL HEALTH 
(Newman, G. Britain Today February, 1942.) 


The recent reformation in the health and life of the 
industrial worker in Britain is one of the most impressive 
and remarkable chapters in the progress of preventive 
medicine. It records a development from disorder, neg- 
lect and confusion to regularity and discipline, and from 
arbitrary mismanagement to scientific planning. It has 
become physiologic, social and personal in objective. This 
is of national importance, for it affects five or six million 
men and women workers in the factories, and twenty mil- 
lion workers outside them. It sets a standard for all em- 
ployment, and crystallizes British conceptions and tradi- 
tions. It is perhaps the most popular of all public methods 
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cf preventive medicine, and has in it the elements of a 
liberal education. It improves and fortifies the health 
of the workman,—his only capital,— increasing his 
dividend, lengthening his life and enlarging his oppor- 
tunity and personality. It affects the whole man — his 
habits and character, his domestic life, his family and his 
home, as well as his workplace. It is a great school of citi- 
zenship and health education of body, mind and spirit. 
The worker himself, and not his factory environment, 
is the vital factor. His fitness, capacity, endurance and 
willpower are the chief requirements in the prevention of 
the overstrain, fatigue and disharmony that may be the 
precursors of disease. This is the center of gravity. 


SoME REFLECTIONS ON THE TUBERCULOUS IN INDUSTRY 
(Mann, B. Tubercle 23:72-75, 1942.) 


For years, the aftercare attention meted out to post- 
sanatorium cases has been the Cinderella of the Tubercu- 
losis Service. This has been due to a variety of factors. In 
the main, the results were less spectacular than those of 
the operating theater and hence never achieved the same 
popularity in the lay mind; and again with a floating peace- 
time unemployed population of about three million, healthy 
labor was at a premium. 

Information about tuberculous disease or previous treat- 
ment at a sanatorium or dispensary should be made 
compulsory for all persons entering industry. This is the 
practice of military boards, and there appears no legiti- 
mate reason why this should not be incorporated into the 
civilian industrial life of the country. Such a measure 
would ensure the control of infection in the interests of 
the health of the community. Naturally, such a course 
will occasion opposition. It will be argued that this rep- 
resents an encroachment on the freedom of the individual; 
however, freedom would be an intolerable institution if 
it permitted a man indiscriminately to intect his fellow 
creatures with disease. 

An extremely strong case can be made out in view of 
the recent extension of the defense orders making the 
treatment of scabies compulsory in the interests of na- 
tional health. The extension of such a defense regulation 
to incorporate tuberculosis should prove a relatively sim- 
ple legal measure. 


Mass Raptoscopy IN FACTORIES 
(Hall, A. S. Lancet 1:161, 1942.) 


Much has been written lately concerning the value of 
mass radiography of the chest, and reports, among others, 
of investigations into the pulmonary disease of Australian 
recruits, British sailors and University College Hospital 
students are available, but so far little has been done in 
this country with the ordinary unselected civilian popula- 
tion. Anyone who has wished to conduct such an exam- 
ination must at once have become conscious of the many 
difficulties, of which lack of suitable apparatus and the re- 
luctance of the population to submit to examination are 
the chief. Nevertheless, few doubt that these difficulties 
will soon be overcome. 


X-ray screening of the chest was offered to the work- 
people in two factories, the management allowing this to 
be done in working hours. In the first, 60 per cent and, in 
the second, 97 per cent came for examination. Of 575 
people examined in the first factory, 3 were found to be 
tuberculous. Of 795 examined at the second factory, 2 


were known to have phthisis and 2 others were found to 
have active disease. 
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WEEDING Out TuBErc Le 
(Editorial. Lancet 1:357, 1942.) 


Commenting on the above article by Dr. A. Stephen | 
Hall, a later issue of the Lancet states in an editorial: 


In each factory about 0.5 per cent of the workers | 
had clinically significant tuberculosis. This percentage ‘ 
is lower than that found in similar mass surveys else- 
where, a common figure being between one and two ° 
per cent. The question therefore arises whether the 
examiner sees as much and as truly on the fluorescent 
screen as on the developed film. ; 

In this welter of instrumental aid when employers 
and employees alike have been led to expect surveys 
which will “wipe out tuberculosis” it may be well to 
add a cautionary word. No diagnosis is ever made on a 
fluorogram; any doubtful or abnormal finding calls first 
for a full-size radiogram and, should the abnormality 
be confirmed, a thorough physical overhaul. If the 
whole method is not to be discredited, and if hard- 
ships and.misery from faulty diagnoses are to be elimi- 
nated, as much thought must be given to the training of 
personnel as to the choice of apparatus. 

If a worker submits voluntarily to examination he 
will naturally ask that he and his family are not to suf- 
fer financially while undergoing treatment for what, 
in his opinion, might have healed at work. Tuber- 
culosis is coming to be regarded more and more as a 
disease of economics. — Reprinted from Tuberculosis 
Abstracts, September, 1942. 
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HUNTINGTON TUMOR CLINIC 


To the Editor: The following letter has been sent to all 
physicians who have, in the past, recommended patients 
to the Huntington Memorial Hospital. I am sure that its 
publication in the Journal will give additional publicity to 
the new arrangement. 

NatHanigeL W. Faxon, M.D., Director 
Massachusetts General Hospital 


Boston 
* * * 


MAaAssACHUSETTS GENERAL HospiIrAL AND THE HUNTINGTON. 
Tumor CLINIC ty 


The clinics formerly conducted at the Huntington Me- 
morial Hospital have been transferred to the Massachu- 
setts General Hospital. Records of former patients have 
also been transferred and are available. Letters have 
been written to many of the former patients telling them 
of the change and giving them new appointments. Notices 
informing physicians of the change have already been 
published in the New England Journal of Medicine. 

The work is being carried on by former members of 
the staff of the Huntington Hospital, who are also on the 
staff of this hospital. 

It has been the policy of the Huntington Hospital to 
care for patients of the small-income and medium-income 
groups. This same policy will be continued. The Massa- 
chusetts General Hospital has long conducted a tumor 
clinic, and the Huntington clinics will be merged with 
the Tumor Clinic. 

The Tumor Clinic will be divided, hereafter, into the 
Morning Clinic and the Afternoon Clinic. Former Hunt- 
ington patients will be assigned to the appropriate corre- 
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sponding clinic. Morning patients will enter through the 
Out Patient Department. Afternoon patients will be ad- 
mitted directly to the Tumor Clinic through the Main 
Entrance, White Building. 

New patients to either clinic should be recommended 
for admission by their physicians. Free patients or those 
who can pay only the usual small outpatient fee should 
be referred to the Morning Clinic. Patients who can pay 
a nominal sum (in excess of the usual outpatient tee) 
should be referred to the Afternoon Clinic. 

Physicians should clearly state whether patients are re- 
ferred for 


Diagnosis or Consultation. In such cases, the pa- 
tients will be returned to the physician with a following 
letter giving results and recommendations. 


Diagnosis and Treatment. In such cases, diagnosis 
will be made in the Tumor Clinic and treatment will 
be carried out in the appropriate hospital department. 
When treatment is completed, patients may be re- 
turned for interval care to their physicians. 


The organization of the Tumor Clinic is founded on 


the policy of having the clinic conducted as a joint proj- 
ect of the General Surgical Department and Radiological 
Department, assisted by consultants from the recognized 
medical and surgical specialties. Following this policy, 
the General Surgical Clinic and Radiological Clinic will 
be conducted daily, both morning and afternoon, but 
patients having lesions coming within the province of 
the various specialties should be sent on the following 
designated days: 


Morning Out-Patient Clinic (9:30 a.m.) 


Monday — Lymphoma and leukemia 
Tuesday — 

Wednesday — Urological and neurological 
Thursday — Laryngological 

Friday — Dermatological 

Saturday — Gynecological 


Afternoon Semi-Private Clinic 


The General Surgical Clinic and Radiological Clinic 
will receive patients daily at 2 p.m., except Saturdays, 
when the clinics will be held at 9:30 a.m. 


Patients for whom consultation in the various spe- 

cialties is necessary should come the afternoon of the 

_ day that the appropriate specialty is cared for in the 

Morning Clinic, except that all gynecologic patients 
should come on Saturday morning. 

NaTHANIEL W, Faxon, M.D., Director 


REPORTS OF MEETINGS 


WILLIAM HARVEY MEDICAL SOCIETY 


A regular meeting of the William Harvey Medical 
Society of Tufts College Medical School was held at the 
Beth Israel Hospital on May 8. Dr. Richard B. Cattell, 
of the Lahey Clinic, discussed “Cancer of the Colon and 
Rectum.” 

A consideration of some of the important fundamental 
anatomic and physiologic factors operating in this region 
aids an analysis of the subject. The right colonic contents 
are fluid and are teeming with bacteria, in contrast to the 
semisolid, relatively clean contents of the left colon. Cer- 
tain difficulties are encountered because of the character- 
istics of the region. The bowel is thin walled, aid this 
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makes anastomosis more difficult. The blood supply is 
from vessels that are essentially end arteries with few col- 
lateral vesscls. The mobility of the colon decreases as 
the anus is approached, and the danger of injuring blood 
vessels and nerves in mobilizing the lower segments is 
thus increased. The lymphatic supply, which influences 
the kind and speed of spread of cancer, is much richer 
on the right than on the left side of the colon. 

To realize the importance of this subject, one has but 
to know that 25 per cent of all cancer occurs in the gastro- 
intestinal tract and that half of this is in the colon and 
rectum. It is twelve times as frequent in this region as 
inflammatory lesions. Sixty per cent of the malignant le- 
sions occur in the rectum. Fifty-six per cent of the rectal 
lesions are in males, and 61 per cent of colonic lesions in 
females, the over-all distribution being about equal in the 
two sexes. The age incidence is about ten years older in 
cancer of the colon, in which 44 per cent of cases occur 
between sixty and eighty years of age. However, 16 per 
cent of the entire group studied at the Lahey Clinic were 
under forty years of age. 

The pathogenesis of cancer in this region is better un- 
derstood in many respects than that of cancer in the 
stomach. In the rectum, the presence of pre-existing polyps 
is of recognized significance. This condition may have a 
hereditary tendency, and congenital adenomatous polyposis 
is known to be a definitely precancerous condition. Polyps 
are found in about 2 per cent of the general population. 

The commonest early symptoms of rectal carcinoma 
are bleeding, discomfort, tenesmus and change of bowel 
habits; those of the colon are bleeding, mucus, change of 
bowel habits, anemia, weight loss and vague abdominal 
complaints. Symptoms should never be attributed to the 
more benign of two possibilities in this region. The fal- 
lacy of this practice is borne out by the statistics, which 
reveal that 15 per cent of the patients proved to have rec- 
tal cancer had had operations for hemorrhoids within six 
months, and that another 15 per cent with the same diag- 
nosis were treated medically. Change of bowel habits 
is present in 80 per cent of all patients with large-bowel 
cancers, but abnormal stools decrease from 86 per cent 
in rectal cases to 9 per cent in those with lesions in the 
right colon, whereas pain increases in exactly inverse pro- 
portion. Diagnosis should be made from the history, ab- 
dominal and rectal examinations, proctoscopy and sigmoid- 
oscopy, barium and double contrast enemas, biopsy and 
exploratory laparotomy. The history is often irrelevant, 
but rectal lesions are within reach of the examining finger 
in 50 per cent of cases. 


The preoperative care of such patients requires several 
days, and is divided into the restoration of the local and 
general physiology to as near normal as possible. Locally, 
the fecal material is completely removed by the most 
gentle method, and the bowe! is kept clean. Generally, 
the patients are in sore need of fluids, vitamins and, pos- 
sibly, transfusion. Cleansing of the bowel is best performed 
in one procedure and colonic irrigations are then carried 
out up to the day of operation. In cases of obstruction, 
the Miller—Abbott tube may be used to decompress the 
small bowel, but is only a temporary expedient and must 
be supplemented by operation within twenty-four to forty- 
eight hours to decompress the large bowel. 

The technic of the operation for cancer of the large 
bowel is largely a matter of choice and experience of the 
surgeon. Surgery is the only sure way of curing such le- 
sions. The operability of a lesion depends on early and 
accurate diagnosis, the extent of the lesion, the type of 
the operation and the experience of the surgeon. At the 
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Lahey Clinic, the Mikulicz obstructive resection is usually 
carried out for colonic lesions. In the rectum, where the 
sigmoid must always be sacrificed because its blood sup- 
ply is embarrassed by the. removal of the drainage areas 
from the rectum, either a one-stage Miles or a two-stage 
Lahey resection is carried out. During the last fifteen 
years, the operability has increased from 47 to 89 per 
cent, but the mortality has been reduced from 36 to 7 per 
cent. Thus, although more borderline cases come to op- 
eration, improved preoperative care and operative technic 
have markedly decreased the mortality. 

The prognosis of large-bowel cancer is variable. If co- 
lonic lesions are confined to the bowel, there are 90 per 
cent five-year cures, but this drops to 50 per cent when 
the regional lymph nodes are involved. When the lesion 
is removable, the curability is 45 to 50 per cent. The 
total salvage is 33 per cent, but many patients who are 
operated on are greatly benefited. In the Mikulicz opera- 
tions on the colon, the mortality is less than 3 per cent, 
whereas Mikulicz operations on the whole have a 12 per 
cent mortality. This is at least partly explained by the 
better mobility of the colon, which allows for more radical 
excision of the malignant growth. It was pointed out 
that although 60 per cent of the patients with cancer 
of the right colon have enlarged regional lymph nodes, 
many of these may be inflammatory. This may be favor- 
able for the prognosis, but should not influence one’s 
judgment of the amount of mesentery to be removed. 


BOSTON CITY HOSPITAL 


The third of the series of lectures sponsored by the Bos- 
ton City Hospital House Officers’ Association was held 
at the hospital on May 12. Dr. Edward D. Churchill 
discussed “The Problems of Wartime Thoracic Surgery.” 

Most traumatic chest wounds do comparatively well 
if hemorrhage is not rapidly fatal and if there is not un- 
due tampering with the wound at the first-aid stations. 
Since it is impractical, if not impossible, to assemble a 
competent thoracic team in the combat area, only a mini- 
mal amount of actual surgery is carried out there. First 
aid is aimed at the arrest of hemorrhage from the wound, 
the physical correction of the disturbed cardiorespiratory 
physiology and the prevention of infection. 

The second of these is by far the most essential in 
chest wounds and is peculiar to this region. In the so- 
called “sucking wounds,” a large defect of the thoracic 
“wall causes an open pneumothorax and mediastinal flut- 
ter. These factors result in cardiac as well as respiratory 
embarrassment, and large wounds of this type are rapidly 
fatal if uncorrected. Small wounds, even of both sides, 
are compatible with life. Treatment of such wounds is 
aimed at closing the defect as thoroughly and quickly as 
possible by any means. Skin flaps, if available, may be 
sutured, or some such substance as cellophane may be 
employed. Above all, the pleural cavity should not be 
packed with gauze, for this is unnecessary for the restora- 
tion of physiology and the gauze is poorly tolerated. One 
of the sulfonamides in the wound before closure is de- 
sirable. 

The second important problem concerns tension pneu- 
mothorax, or the accumulation of air under pressure in 
the pleural cavity. This may occur in the previously 
mentioned large wall defects after closure if there is in- 
jury to a bronchus, or if a penetrating wound allows es- 
cape of air from a bronchus. In either event, air enters 
the pleural space at each expiration and is stored under 
increasing pressure, with resultant respiratory embarrass- 
ment. Such patients are cyanotic and have characteristic 
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grunting respirations. Subcutaneous emphysema is a 
common complication, but needs no specific emergency 
treatment if the underlying pleural tension is properly 
handled. This merely requires the making of a hole in 
the chest wall with whatever means is available. Pref- 
erably, a trocar and small catheter connected to a water- 
sealed trap should be used. Another complication, which 
demands immediate therapy, however, is the backflow of 
interstitial air around the bronchi to cause mediastinal 
emphysema. The first indication of its presence 15 seen 
in the suprasternal notch. Its presence disturbs particu- 
larly the return of blood to the heart by compressing the 
great veins, and there is subsequent decreased cardiac 
cutput and shock. The treatment of this serious emer- 
gency is the performance of mediastinotomy through a 
collar thyroid incision. This starts like a low tracheotomy 
except that, instead of opening the trachea, a finger is 
inserted beneath the sternum. 


The third serious problem results from multiple frac- 
tured ribs. Crushing injuries not infrequently cause 
fractures anteriorly and posteriorly, with a mobile frag- 
ment between. The same effect is found in bilateral frac- 
tured ribs. In either event, there is paradoxical move- 
ment of this mobile fragment, with subsequent respiratory 
embarrassment proportional to the amount of displace- 
ment of the fragment. This is a difficult condition to 
treat, especially since respirators —the ideal thing — cer 
tainly will not be available in field hospitals. Strapping 
often makes the pain and disability worse, but may be 
tried temporarily. Relief is sometimes afforded if the pa- 
tient lies on the affected side. Traction may be impro- 
vised by the use of such things as skin towels on the rib 
ends and the consequent steadying of the fragment. 


Finally, there is the question of slowly progressive hem- 
orrhage, such as that occurring in a lacerated lung. 
Bleeding from major vessels is usually rapidly fatal. Since 
the pleural cavities can contain as much as 5000 cc. of 
fluid, it is obvious that fatal hemorrhage may occur be- 
fore there are any signs of mechanical interference with 
respiration. Therefore, the degree of hemorrhage should 
be judged by the usual criteria employed in general. Treat- 
ment is not standardized. The blood may be aspirated, 
and an equal amount of artificial pneumothorax mav be 
substituted in an attempt to allow the bleeding point 
to seal itself by putting the lung at rest. The use of such 
aspirated blood for autotransfusion is impractical, and may 
even be dangerous in war wounds, in which contamina- 
tion is frequent. If nothing is done at the time, there may 
be 1000 to 1500 cc. of blood in the pleural cavity, aug- 
mented by an additional amount of serous exudate from 
the trauma. This may demand aspiration to relieve re- 
spiratory distress, and if so, air should be reinjected to 
prevent further hemorrhage. If the amount is small, noth- 
ing need be done. If the accumulation is going to be re- 
moved at a later date, it should be carried out gradually 
or with the substitution of air. Because the thick blood 
may create a mechanical problem for aspiration, a tro- 
car and catheter (No. 24 to 26) may be used. This 
should be left in place for only four to six hours, however, 
and should not be left as a drain. In general, an unin- 
fected hematoma of this region should not be drained in 
the ordinary sense. Since the very presence of hemo- 
thorax is sufficient cause for a moderate fever and a mini- 
mal leukocytosis, a microscopic or cultural examination of 
the material removed is necessary to establish the diagno- 
sis of sepsis. Despite older theories, it is now considered 
feasible in low-grade infections with no constant source of 
organisms from the lung or chest wall to carry out pri- 
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mary closure aided by the use of the sulfonamide com- 
pounds locally and systemically. 

The definitive treatment of chest wounds will be suc- 
cessful and can be carried out only where there are ex- 
perienced anesthetists. A general surgeon can do a good 
piece of work with the help of a good intratracheal anes- 
thesia; a competent anesthetist can accomplish this with 
inadequate equipment, whereas the inexperienced man 
is never certain even with the best equipment. In injuries 
of the lung, the patient should be kept somewhat dehy- 
drated to prevent pulmonary edema, and in hemoptysis, 
the use of blood or blood-substitute transfusions is post- 
poned as long as possible. 

Dr. Churchill discussed the types of drainage and their 
indications. Open drainage, or rib resection, allows free 
entrance of air. This is used only when there is an en- 
capsulated accumulation of pus. and when there are firm 
adhesions between the rest of the lung and the pleura. 
Constant close drainage, or an intercostal tube, allows the 
escape of fluid and air but not the entrance of air. Some 
form of valve, preferably a water-sealed valve, is em- 
ployed. This is used to relieve a continuing pressure 
pneumothorax, and should be used only rarely in a rapid- 
ly increasing infectious exudate. Intermittent closed 
drainage is similar, except that the tube is clamped and 
only periodically aspirated. It may be used occasionally 
postoperatively or when there is no way of arranging an 
escape valve. It may also be employed for forty-eight 
hours following extensive débridement to guard against 
tension pneumothorax and to give warning of hemorrhage 
or sepsis; if there is no septic exudate at that time, it is 
removed. But many surgeons prefer primary closure 
when the patient is not under constant personal observa- 
tion, for otherwise the tube may be left too long or mis- 
handled. One must rely on somebody en route to insert 
a tube if necessary, and the sulfonamides must be used 
to make the procedure safe. 

Empyema was too common an occurrence during World 
War I. Before any therapy is carried out, a careful diag- 
nostic thoracentesis is done. If foul pus is obtained, 
there is only one course — immediate open drainage. If 
such pus is not encountered, cultures are made, and treat- 
ment is decided on accordingly. In the early stages of 
acute spreading pleuritis, the process is a cellulitis, just as 
in early cases of peritonitis. In such cases, drainage is 
more harmful than advantageous, especially in the chest, 
where there is the additional danger of pneumothorax. 
Only when an abscess has formed should drainage be 
carried out, and then by rib resection at the dependent 
spot. The commonest mistakes are for the diagnostic 
thoracentesis to be made too low and the rib resection 
too high. 

Retained foreign bodies in the lung or pleura should 
not occasion any immediate worry. They are best left 
alone unless thoracotomy and débridement are necessary. 
Smooth metal bodies seldom cause subsequent trouble, but 
jagged shell fragments not uncommonly lead to suppura- 
tion. 


BOOK REVIEWS 


Foundation for a Science of Personality. By Andras 
Angyal, M.D., Ph.D. 8°, cloth, 398 pp. New York: The 
Commonwealth Fund, 1941. $2.25. 


This book is a profound study of personality. The 
author is a philosopher as well as a physician. He at- 
tempts to show that the psychology of personality can be 
a science, although it is not yet one. Dr. Angyal goes 
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back to the beginning and borrows much from Aristotle. 
He applies Aristotelian attitudes to new phenomena in the 
field of psychiatry. How well he carries out this in his 
book must be determined by the individual reader. 

This is a very complicated and thoughtful volume that 
most readers will find slow going. Before it could be 
useful to the clinician, it would have to be thoughtfully 
digested and reinterpreted. It will never be a book for 
the general reader, but will be interesting to the educated 
physician who likes occasionally to think. 7 


Cerebrospinal Fever. By Denis Brinton, D.M. (Oxon), 
F.R.C.P. (Lond.). 8°, cloth, 163 pp. Baltimore: Williams 
and Wilkins Company, 1941. $3.00. 


Few serious diseases have been more affected by chemo- 
therapy with the sulfonamide group of drugs than cere- 
brospinal fever. The mortality of 50 per cent in World 
War I has been reduced to 10 per cent in the present con- 
flict. With a few pills, patients with a dangerous and 
fatal disease are now usually well in a week or less. Rules 
of dosage are needed, and complications of treatment 
must be avoided; serum therapy and repeated lumbar 
puncture, however, are considered obsolescent. This ex- 
cellent monograph, timely in its appearance, gives a phy- 
sician all that he needs to know about one of the mira- 
cles of modern medicine. The book should be in every 
Army and Navy hospital and in the hands of every physi- 
cian called on to treat cerebrospinal fever. Each section 
of the subject is clearly stated, and the book contains an 
adequate list of references and an index. The few il- 
justrations show the complicating rash. 


Workmen's Compensation and the Physician: A manual 
for the use of general practitioners and insurance carriers. 
By Henry H. Jordan, M.D. With a discussion of traumatic 
neuroses by Paul H. Hoch, M.D. 8°, cloth, 180 pp. Lon- 
don: Oxford University Press, 1941. $3.00. 


The general practitioners and representatives of insur- 
ance carriers do not always see eye to eye, regarding the 
importance of rendering certain medical services to an in- 
jured employee. This difference of opinion causes them 
to waste valuable time in litigation and keeps the indus- 
trial-accident boards busy. These conflicts do not add to 
either the comfort or the well-being of the injured em- 
ployee. To remedy this situation, Dr. Jordan, equipped 
with an eighteen years’ experience in workmen’s compen- 
sation and in his capacity as a referee in orthopedic and 
traumatic surgery, wrote the present manual. Since im- 
partiality seems to have een his guide in the treatment 
of every phase of this subject, this book is likely to bring 
about a better understanding, on the part of all con- 
cerned in workmen’s compensation, of their common 
problems. 

The treatment of disabilities arising “out of and in 
the course of employment” is discussed from all angles. 
Is there a “causal relation” between the confirmed incident 
during the employment and the pathologic condition caus- 
ing the disability? Could the sequence of events leading to 
the accident directly or indirectly have produced the path- 
ologic changes or at least influenced to a major degree a 
pre-existing major condition? Is there any unintentional ex- 
aggeration or malingering or distortion of the true picture, 
willfully carried on to obtain greater remuneration? 
What is the most effective method of treatment — a mat- 
ter of great concern to patient and doctor alike? (Here, 
paradoxical as it may seem, the author points out that the 
more expert physical-therapy measures or costly orthopedic 
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appliances, properly handled, not only prove a_ blessing 
te the patient but in the long run constitute a great finan- 
cial saving to the insurance carrier in the settlement of 
the claims, and to this end, brief but fairly complete 
chapters are devoted to the physical therapy and the ortho- 
pedic appliances.) Is the disability partial or complete? 
Is it temporary or permanent? What will it mean to the 
patient in terms of ability or inability to engage in gain- 
ful occupation? All these questions and many more are 
answered by the author, a competent man, who has re- 
viewed some thirty thousand cases of workmen’s com- 
pensation and has developed a keen sense of values and 
fair judgment. 

This book is a distinct addition to a rather meager col- 
lection of works on an important subject. 


The 1941 Year Book of Public Health. Edited by J. C. 
Geiger, M.D., D.P.H. 12°, cloth, 544 pp., with 20 illus- 
trations. Chicago: The Year Book Publishers, Incorpo- 
rated, 1941. $3.00. 


The purpose of these publications is being slightly 
missed. The “year book” idea is excellent,—and this 
one is well written,— but its purposes and values might 
profitably be restudied. It is inevitable that a book writ- 
ten for “physicians, administrators, hospital- and school- 
authorities, public health nurses and others” should con- 
tain much material that physicians alone are not interested 
in and that they should not be led to buy or read unless 
they can feel assured that they are being brought really up 
to date in their own spheres of activity and responsibility. 

The reviewer is disturbed by the omission of what seems 
to him vital material relating to the period covered. For 
example, rheumatic fever is given ten pages, but the 
chemoprophylaxis of rheumatic recurrences is not men- 
tioned. In the reviewer's opinion, the most promising 
contribution of the decade has thus been overlooked. In 
the field of child nutrition, it is not necessary to be told 
again that the child of today is the man of tomorrow, 
when instead one might be reminded that a simple method 
of plotting physical fitness from two to twenty years of 
age has at last been devised. Both these subjects were 
presented and editorially commented on in the Journal of 
the American Medical Assoctation, so that their omission 
will be noted by physicians who keep themselves informed; 
those who do not keep themselves informed will be more 
entertained than instructed by buying and reading the 
book. 


The physician needs a year book in the field of disease 
prevention, but it need not be so voluminous as this and 
should be much more comprehensive. As for the others, 
— administrators, hospital and school authorities and 
public-health nurses, —the reviewer will not presume to 
speak; he hopes that they will not be discouraged by his 
own disappointment. 


An X-Ray Atlas of Silicosis. By Arthur J. Amor, M.D. 
(Lond.), M.Sc. (Wales). With translation of the legends 
into French by Robert E. Horne, M.A., and a foreword 
by Sir Wilson Jameson, M.D. (Aberdeen), F.R.C.P. 4°, 
cloth, 206 pp., with 72 plates. Baltimore: The Williams 
and Wilkins Company, 1941. $8.00. 


This atlas of silicosis consists mainly of reproductions 
of x-ray films depicting the various stages of silicosis, 
silicosis as found in various industries and complications 
of silicosis, as Well as films for differential diagnosis. There 
are five short chapters dealing with the nature of silica 
dust and the pathology of silicosis, a short discussion on 
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the radiologic examination of the lungs and the clinical 
manifestations, and a few remarks on the prognosis. 

Unfortunately, the author discusses silicosis in various 
industries, such as iron-ore mining, tin mining, slate 
quarrying and pottery, giving the impression that the films 
are characteristic for the industry. The statement is made 
under slate quarrying that calcification at the hilum is 
almost specific to that industry. This statement can hard- 
ly be justified in view of the many variable factors that 
play a part in this disease, such as infection, personal re- 
sistance and the degree of tuberculosis that may compli- 
cate the picture. 

The descriptive material is fairly adequate, although 
many statements are rather dogmatic and lack clarity. 
Thus, the author states that in many obvious cases ot 
pulmonary tuberculosis, tubercle bacilli are not found in 
the sputum, but he fails to state whether or not culture 
growths and guinea-pig inoculations of the sputum were 
included. In this country, Dr. Pinner and his associates 
have shown that tubercle bacilli can be demonstrated in 
cver 90 per cent of clinical tuberculosis and that a nega- 
tive sputum in the presence of pulmonary disease is sig- 
nificant provided culture or guinea-pig inoculations have 
been included. Much confusion still exists in the minds 
of many physicians about when early silicosis begins and 
the exaggerated lung markings of the normal chest ends. 
At best, the question of silicotuberculosis, or tuberculosis 
without silicosis, is still subject to individual interpreta- 
tion, 

The atlas, nevertheless, is a welcome addition to the 
growing literature on silicosis. The book should be of 
value to the roentgenologists and especially to the physician 
interested in the ever-increasing and complicated problems 
of silicosis. 


A Manual of the Treatment of Fractures. By John A. 
Caldwell, M.D. 8°, cloth, 150 pp., with 76 illustrations. 
Springfield, Illinois: Charles C Thomas, 1941. $3.50. 


This manual, written primarily for medical students, 
house officers and general practitioners, fills a distinct need 
for a concise description of the accepted methods of treat- 
ing the usual types of fractures. Many excellent and ex- 
haustive books have been written about fractures, but no 
small compendium has as yet given the essentials of treat- 
ment so clearly and briefly. The book is illustrated with 
good line drawings, and each chapter is supplemented by 
a number of references to medical literature for those who 
wish further information. 


The Furtherance of Medical Research. By Alan Gregg, 
M.D. 8°, cloth, 129 pp. New Haven: Yale University 
Press, 1941. $2.00. 


Few can be so well qualified to discuss the furtherance 
of medical research as Dr. Alan Gregg, director for the 
medical sciences at the Rockefeller Foundation. The 
author will have the hearty support of all thinking people 
in his belief that the growth, indeed the survival, of in- 
terest and support for medical research depends on wide- 
spread understanding of what it is and what it is worth. 
He further argues with commendable vigor that in de- 
mocracies the public attitude toward research plays a 
major role in making truth useful. The lectures that 
compose this book were given at Yale University under 
the Dwight Harrington Terry Foundation. The first 
lecture is entitled “Medical Research Described”; the 
second, “Universities and Foundations”; and the third, 
“The Medical Research Worker.” At the end of the book, 
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Appendix I concerns an outline docket item, and Appen- 
dix II is an outline for presenting a proposal for a capital 
grant for building an institute. The book is delightfully 
written and interspersed with witticisms and appropriate 
historical references. It is the reviewer's opinion that this 
book should be read by every medical student and that 
al! librarians should draw special attention to it for study, 
not only by students but by faculty members. 


Maude Abbott: A memoir. By H. E. MacDermot, M.D., 
F.R.C.P. (Can.). 8°, cloth, 264 pp., with 10 illustrations 
and 1 portrait. Toronto: The Macmillan Company of 
Canada, Limited, 1941. $2.50. 


Maude Abbott’s list of interests and accomplishments is 
in itself enough to place her in the forefront of women 
who have become physicians. She was a pioneer in edu- 
cation for women and their training in medicine. A 
great contributor to medical museums and a frequent stim- 
ulator of historical research in others, as well as a distin- 
guished contributor to the history of medicine in Canada, 
she is of course noted mostly for her extensive work 
on congenital heart disease; but, as has been pointed out, 
in addition to her efforts in this field, her most im- 
portant contribution was the vital stimulus given to 
others by a spirit that was indefatigable. Few persons 
have set a more rapid pace than Maude Abbott, and mem- 
ories of her are always associated with the tremendous 
pressure of activity and an abundance of work at hand. 
She seemed never to relax and even at the age of seventy 
was actively engaged in research. She applied for a fel- 
lowship with the Guggenheim Foundation in anticipation 
of an elaborate revision of her abstracted cases of con- 
genital heart disease when she had already passed the age 
of three score years and ten. 

Dr. MacDermot has written an excellent biography of 
one of the most unusual and stimulating persons in re- 
cent medicine. Maude Abbott stands out as a beacon, 
the greatest woman physician of Canada and one of the 
outstanding physicians in her generation. The biography 
is intimate, stimulating, well written and finely docu- 
mented. In it, one finds an inspiration second only to 
that which could be given by the subject herself. To 
have known Maude Abbott was a privilege given to many 
during her long career. To those who knew her and to 
the many thousands of physicians and students who will 
follow, this biography will be welcome. 


A Text-Book of Neuro-Anatomy. By Albert Kuntz, Ph.D., 
M.D. Third edition, thoroughly revised. 8°, cloth, 518 
pp., with 307 illustrations. Philadelphia: Lea and Febiger, 
1942, $6.00. 


This standard book has long made a name for itseif 

in the field of neurologic literature. A few changes have 
been made in this new edition, but the general form has 
not been altered. 
A Textbook of Surgery. By American authors. Edited 
by Frederick Christopher, M.D. Third edition, com- 
pletely revised and reset. 4°, cloth, 1764 pp., with 1538 
illustrations. Philadelphia and London: W. B. Saunders 
Company, 1942. $10.00. 


This single-volume text on surgery has become, since 
1936, when the first edition was published, the standard 
reference book of its type in America. More than just a 
student’s book, this is a work for surgeons, written by 
men of wider clinical experience and leaders in progress. 

The third edition contains new material on war in- 
juries and sections on the applications of the sulfonamide 
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group of drugs. The book is, indeed, as the editor re- 
marks in his new preface, “an up-to-date, practical treatise 
on surgery.” 


Association for Research in Nervous and Mental Disease. 
Volume XXI. The Diseases of the Basal Ganglia. Pro- 
ceedings of the Association, December 20 and 21, 1940, 
New York City. 8°, cloth, 719 pp., with 268 illustrations 
and 15 tables. Baltimore: The Williams and Wilkins Com- 
pany, 1942. $10.00. 


Nincteen chapters, by various authors, deal with the 
anatomy, physiology and clinical aspects of diseases asso- 
ciated with the basal ganglions of the brain. Much of 
the book is highly technical, particularly the sections on 
anatomy. This part is authoritative and up-to-date. The 
clinical chapters are of less value, although the drug treat- 
ment of paralysis agitans is well handled. The value of 
surgical treatment of disease of the basal ganglions is still 
uncertain. The last few chapters emphasize this uncer- 
tainty. 

The book is well edited and handsomely published. It 
forms the twenty-first volume of the publications of the 
Association for Research in Nervous and Mental Disease. 


A Manual of Pharmacology, with Its Applications to T hera- 
peutics and Toxicology. By Torald Sollmann, M.D. 
Sixth edition, entirely reset. 4°, cloth, 1298 pp. Philadel- 
phia: W. B. Saunders Company, 1942. $8.75. 


This new edition, the sixth, of a standard work, first 
published in 1917, is somewhat disappointing. Errors have 
crept in, the current literature is not always carefully 
surveyed, and the book has lost something of the authori- 
tative character associated with the older editions. It is 
still useful, but the reader is warned to beware of ref- 
erence citations without personal verification. 


Communicable Disease Nursing. By Theresa I. Lynch, 
R.N., Ed.D. 8°, cloth, 678 pp., with 156 illustrations and 
5 color plates. St. Louis: The C. V. Mosby Company, 
1942. $3.75. 

This is a carefully written, exhaustive manual of de- 
tailed instructions in the technic of elementary nursing 
procedure. It should serve as a valuable textbook for 
nurses who are being trained in the care of patients 
with communicable disease. 


Chinese Lessons to Western Medicine: A contribution to 
geographical medicine from the clinics of Peiping Union 
Medical College. By 1. Snapper. With a foreword by 
George R. Minot, M.D. 8°, cloth, 380 pp., with 132 illus- 
trations. New York: Interscience Publishers, Incorporated, 
1941. $5.50. 


It is always a welcome privilege to make ward walks 
with a distinguished clinician. This book transplants the 
reader to the wards of the Peiping Union Medical College 
Hospital. The author has been recognized as a clinician 
with an erudition born of intensive study at the bedside 
and a wide knowledge of the literature. 

The diseases indigenous to the locale are taken up. Pri- 
mary among these are the various avitaminoses, tubercu- 
losis, which is quite rampant, infectious diseases, such as 
kala-azar, and acute opium poisoning, to mention but 
a few of the widely diversified group of subjects. 

In view of present world conditions, this volame should 
prove particularly valuable to those who may find them- 
selves intimately associated with our ally. 


(Notices on page x) 
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